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FOREWORD

Acquired immune deficiency syndrome (AIDS) presents a set of very special issues for the criminal justice
system. From initial response, to incarceration and release, the treatment of HIV-infected individuals must
be based on medical facts, legal considerations, and professionalism, all of which drive the American
correctional system.

The first edition of this text was written in 1986, in response to a number of questions about AIDS
from correctional officers, administrators, medical and mental health staff, and court officials. Since 1986,
medical research has made unprecedented strides toward our understanding of HIV disease, including its
manifestations, the treatment options available to those infected, and the progress toward vaccine
development. Additionally, legal protections in the areas of anti-discrimination, employment, and
confidentiality of medical information continue to be clarified by the courts.

The authors have prepared this second edition of AIDS: Improving the Response of the Correctional
system to update correctional officials on the medical and legal developments surrounding HIV disease.
Correctional officials must use current medical and legal facts to allay fears and misconceptions about HIV
disease and to develop effective strategies for the treatment of those infected. We believe this monograph
will serve as an impetus for these officials to do just that.

M. Wayne Huggins, Director
National Institute of Corrections

Charles “Bud” Meeks, Executive Director
National Sheriffs’ Association
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SECTION ONE

BACKGROUND:

THE HUMAN IMMUNODEFICIENCY VIRUS





CHAPTER I

INTRODUCTION AND PURPOSE

The human immunodeficiency virus (HIV) epidemic presents a series of enormously difficult issues for the
local correctional system. Nearly a decade after identification of the virus which causes acquired immune
deficiency syndrome (AIDS), the disease remains a major cause of morbidity and mortality in the United
States and is the leading cause of death among hemophiliacs and users of illegal intravenous (IV) drugs
(Heyward and Curran, 1988). The Federal Centers for Disease Control (CDC) projects that by 1992, 365,000
people will have been diagnosed with the disease. Most of those affected in the future will  be
homosexual/bisexual men, IV drug users, or the sexual partners and children of these groups. A significant
proportion of those affected will be blacks and Hispanics.

While the rate of new infection among homosexual/bisexual men has dropped significantly (under 4
percent since 1984), the steady rise of new infection among IV drug users and their sexual partners (an
increase of up to 60 percent in the Northeast since 1984) will place increased burden upon the criminal
justice system in the decade to come. Policy issues surrounding testing, housing, confidentiality, availability
of protective equipment, and the rights of employees occupationally exposed to HIV are complex and
controversial.

To date, much has been written about the sociopolitical and economic consequences of HIV disease
(Altman, 1986; Griggs, 1987). Additionally, various public and private agencies have issued guidelines related
to the disease (CDC, 1988; U.S. Department of Justice, 1988, Presidential Commission on the HIV
Epidemic, 1988). To a lesser extent, criminal justice practitioners have commented on policy implications
or have developed procedures addressing the management of individuals suspected of or diagnosed with the
disease (Des Jarlais and Hunt, 1988; Laszlo and Ayres, 1986, Wish, et al., 1988).

Despite the wealth of information about HIV disease, many correctional agencies have yet to implement
policies that address such issues as universal blood precautions, anti-discrimination in hiring practices,
confidentiality of inmate and employee HIV status, inmate and employee testing, and inmate and employee
training and education, to name just a few. Yet, such policies are essential for all correctional agencies if
they are to effectively respond to HIV-infected individuals.

THE SHERIFFS ROLE IN THE MANAGEMENT OF HIV INFECTION

As the administrator of the local correctional facility, the sheriff has a specific responsibility for the health
and safety of both inmates and employees. There are a number of specific issues that face sheriffs regarding
the appropriate response to HIV-infected individuals. These include:

Response of Arresting/Responding  Officers

l What should responding and arresting officers do if they believe or know that a
suspect is HIV-infected?

l What types of actions are appropriate with HIV-infected individuals, particularly with
regard to searches and cardiopulmonary resuscitation (CPR)?

l What procedures should be followed when transporting an individual who may be
HIV-infected?

HIV Antibody Testing for Employees and Inmates

l Under what circumstances should arrestees/inmates be tested for HIV antibodies?
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l Under what circumstances should employees be tested for HIV antibodies?

Jail Administration

l How should correctional officers handle individuals who may be HIV infected?

l What reasonable health precautions should be taken in correctional facilities to
ensure both inmate and employee health and safety?

l What types of housing arrangements should be made for inmates with HIV disease?

l What types of job assignments should be made to HIV-infected inmates, including
those participating in work release programs?

l What types of visiting rights should HIV-infected inmates be allowed?

Medical Issues

l What are appropriate methods for identifying and treating individuals with HIV
infection?

l What are appropriate precautions for health unit staff, including medical and
laboratory staff, assigned to the facility?

Legal Issues

l What is the jail administrator’s liability for alleged transmission of HIV disease within
the facility?

l What are the reporting and confidentiality requirements in these cases?

ll What protection against discrimination do persons with HIV infection have?

l What is “reasonable accommodation” for an HIV-infected employee?

l Can correctional officers be tested for HIV infection as a condition of employment?

Clearly, the correctional administrator must be informed of the latest medical and legal information
regarding HIV disease to develop sound policies and procedures for the facility. Likewise, staff charged with
transportation, intake screening, custody, and inmate medical/mental health treatment must keep abreast of
the most current information as it relates to their functional responsibilities within the facility.

Inmates, too, must be informed, on a continuing basis, of the latest medical information regarding the
transmission and prevention of HIV infection to minimize myths and fears and to encourage behavior
modification.

The intent of AIDS: Improving the Response of the Correctional system is to serve as a resource for:
(1) correctional administrators as they develop and implement HIV-related policies for their agencies; (2)
officers as they work with HIV-infected persons, both inmates and fellow officers; and (3) trainers who are
tasked with developing and implementing AIDS-related training programs for staff and inmates.

Section One provides the epidemiological, medical, and legal framework for the development of HIV-
related policies.

Section two addresses specific issues of infection control and specific guidelines for all correctional
personnel.
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CHAPTER II

HIV INFECTION IN THE UNlTED STATES

The epidemiology of HIV infection in the United State-s provides policymakers with the information
necessary to identify the populations at greatest risk for infection and consequently to plan effective
management strategies for all those affected by the disease.

BACKGROUND

The Centers for Disease Control (CDC) compiles surveillance data from routine infection and disease
reports from state and local health departments. It was one of these reports, in June 1981, that described
how cases of an extremely rare form of pneumonia, caused by pneumocystis carinii, had been diagnosed
among five young homosexual men. Simultaneously, CDC received reports of an increased incidence of a
rare type of cancer called Kaposi’s sarcoma. Scientists soon learned that the connection between the cases
of pneumocystis carinii and Kaposi’s sarcoma--both opportunistic infections--was a severely impaired immune
system. By late 1981, the term “acquired immunodeficiency syndrome” (AIDS) was coined (Gottlieb, et al.,
1981). By 1982, CDC had given the condition a narrow clinical definition to track its appearance throughout
the nation.’

The surveillance program revealed that cases of AIDS were concentrated in large, urban centers on
the East and West Coasts. Further, cases appeared to be predominant in specific “high-risk” groups:
homosexual/bisexual men; male or female users of illicit IV-drugs, hemophiliacs, blood transfusion recipients,
sexual partners of these individuals, and children born to AIDS diagnosed mothers (CDC, 1982). Since the
disease appeared to be transmitted through the exchange of blood or through sexual contact, scientists were
convinced by late 1982 that the cause of AIDS was a bloodborne virus, a hypothesis which was confirmed
a year later when HIV was isolated and identified by French and American researchers.

Thus, while epidemiologists refer to “high-risk” groups in their discussion of the prevalence of HIV
infection and disease, it is the “high-risk” behaviors in which these groups of persons engage that place them
at risk for infection. The extent to which risk-related behaviors are eliminated will affect the prevalence of
future infection and disease within the population.

GEOGRAPHIC AND DEMOGRAPHIC CHARACTERISTICS OF HIV INFECTION

Geographic Distribution

The distribution of both fully diagnosed AIDS cases and HIV infection in the United States varies
substantially by geographic area. Figure 2.1 shows the annual incidence rates per 100,000 population
through June 1990.

The number of AIDS cases is an indication of the larger epidemic of HIV infection. An estimated
1-1.5 million persons are infected with HIV in the United States, with recent seroprevalence studies
suggesting an actual number closer to the lower end of the range, A cohort study of homosexual/bisexual
men in San Francisco suggests that 54 percent of infected persons will develop AIDS within 10 years after
infection and that up to 99 percent will eventually develop AIDS. Therefore, the number of persons with
AIDS and other severe manifestations of HIV infection will continue to increase.

1 For national reporting purposes, CDC defined AIDS as a disease at least moderately predictive of a
defect in cell-mediated immunity; e.g., Kaposi’s sarcoma, pneumocystis carinii pneumonia, and certain other
specified opportunistic infections in previously healthy persons less than 60 years of age. In 1987, CDC
revised its case surveillance definition of AIDS (CDC, MMWR, Vol. 36, No. lS, 1987).



Figure 2.1

AIDS annual rates per 100,000 population, for cases reported July 1989 through
June 1990, United States

Source: Centers for Disease Control. HIV/AIDS Surveillance Report. July 1990.

The geographic distribution of HIV infection differs among the specific risk groups, with the exception
of hemophiliacs, who indicate similar high levels of infection regardless of the area. The prevalence levels
vary more among homosexual and bisexual men, with the highest levels in California and the Northeast and
somewhat lower levels elsewhere in the nation. Similarly, HIV infection among IV drug users varies widely,
with the highest levels in the New York City area and Puerto Rico, moderately high elsewhere on the East
Coast and California, and generally below 5 percent in most other areas of the country (CDC, 1990).
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Demographic Distribution

Cases of fully-diagnosed AIDS and HIV infection are largely among persons in the sexually active and IV
drug-using age range (CDC, 1990). However, the fastest growing group of reported AIDS cases are children
(Heyward and Curran, 1988). Most of these children were born to mothers who use IV drugs or are the
sexual partners of male IV drug users, with only 19 percent the result of a blood transfusion (Heyward and
Curran, 1988).

Compared with whites, AIDS cases are disproportionately high among blacks (3 to 1) and Hispanics
(2.6 to 1). When homosexual and bisexual men with AIDS are excluded from the count, the ratio of AIDS
cases is 12 blacks to 1 white and 9.3 Hispanics to 1 white. The HIV infection rate is notably higher among
black and Hispanic IV-drug users and prostitutes than among whites engaging in similar activities.

Homosexual and Bisexual Men

Homosexual and bisexual men remain the largest group at risk for HIV infection, representing approximately
60 percent of the total AIDS cases reported to CDC, with the highest prevalence rates of infection in
California. Information regarding HIV infection among homosexual and bisexual men is gathered from
sexually transmitted disease (STD) clinics, which provide services to individuals whose sexual behavior has
placed them at risk for a variety of STDs, including HIV infection. Little data is available regarding the
prevalence of HIV infection among homosexual and bisexual men who do not seek medical care, including
those who may be at lower risk for infection (CDC, 1987).

IV Drug Users

IV drug users are the second largest group of persons at risk for HIV infection, representing approximately
17 percent of the total AIDS cases reported to CDC. Given the documented high prevalence of illicit drug
use in arrestee-s in U.S. urban areas (Wish, et al., 1988), IV drug users will continue to represent a
significant portion of the HIV-infected individuals within the criminal justice system.

The largest percentage of HIV-infected IV drug users (50-60 percent) are in New York City, New
Jersey and Puerto Rico. However, given the rapid spread of the virus among IV drug users (Des Jarlais and
Friedman, 1987), a low prevalence rate among this group in a specific area should not be considered a stable
situation (Des Jarlais and Hunt, 1988).

Data regarding HIV infection among drug users are obtained from drug abuse treatment facilities,
which treat only 15 percent of the estimated 1.1 million IV drug abusers in the nation. In addition, it
should be noted that drug-related HIV infection affects not only the user, but also his or her sexual partner
and children. Thus, IV drug abuse is the major source of HIV transmission in heterosexuals as well as from
mother to infant (Chamberland and Dondero, 1987).

Heterosexual Partners of Persons with HIV Infection or at Recognized Risk

A number of studies have examined the prevalence of HIV infection among persons who are heterosexual
sex partners of HIV-infected persons but who have no other identified risk factor. The prevalence of
infection among these individuals has varied from 10-60 percent. This variance may be due to several
factors: (1) the presence of other infections, such as genital ulcers, in one or both persons; (2) the length
of infection of the “source” partner, since recent studies indicate that persons diagnosed with AIDS or
symptomatic with HIV infection are more likely to transmit the virus than persons in earlier stages of
infection (Goedert, et al., 1987); (3) the frequency and type of sexual contact; and (4) the source of
infection. For example, the rate of infection has been reported to be significantly higher among female
partners of IV drug abusers than it is among female partners of bisexual men and hemophiliacs (Heyward
and Curran, 1988).

Researchers have also noted that many heterosexual sex partners of HIV-infected persons remain
uninfected despite long-term sexual relations without precautions to avoid infection. Thus, it appears that
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biological factors may contribute to HIV infection; i.e., that some individuals are more efficient transmitters
of infection and the infectiousness may vary with time (Peterman, et al., 1988; Heyward and Curran, 1988).

Newborn Infants, Children

The risk of HIV transmission from an infected mother to her offspring is estimated at 30-50 percent
(Rogers, 1985; Scott, et al., 1987). Of the total number of pediatric AIDS cases, children born to HIV-
infected mothers represent 78 percent. It is important to note that maternal antibodies may be present in
a newborn’s blood for up to 12 months after birth and may not necessarily represent infection in the child.
Therefore, CDC recommends that children born to HIV-infected mothers be carefully monitored for HIV
disease for the first year after birth.

Today, most children with AIDS were born with HIV infection into families living in poverty, in
which one or both parents are HIV-infected and drug-dependent. Although children represent only 2
percent of all officially reported cases of AIDS, HIV infection among women and children is growing faster
than among any other population. According to the U.S. Public Health Service, for every child diagnosed
with AIDS, another 2 to 10 are infected with HIV. An estimated 3,000 children are born with HIV
infection every year, and AIDS is becoming the leading cause of death among children and young adults.
The twin phenomena of children born with HIV infection and drug dependency is causing a “boarder baby
crisis,” with increasing numbers of children being abandoned in hospitals because they have neither families
nor foster care available to them. Finally, children with AIDS become sicker and die faster than do adults.
On the average, their hospital stays are longer and their bills are higher.

Adolescents

Only 1 percent of the total number of AIDS cases in the U.S. are adolescents. However, the problem within
this population may be vastly underestimated, for a number of reasons: (1) adolescents often do not seek
health services on a regular basis, thus making the identification of HIV disease in this population difficult;
(2) given the lengthy incubation period of HIV, many of the 20-29-year-olds with AIDS (who account for
21 percent of all cases) were probably infected as adolescents; and (3) adolescents may engage in behaviors
that place them at high risk for infection, including non-monogamous sexual activity and IV drug use.

Of particular concern for the criminal justice system is HIV infection among runaway, homeless, and
sexually exploited youth. While the incidence and prevalence of HIV infection among this population is yet
to be determined, a 1986 study found that approximately 1 million adolescents run away each year; and of
these, an estimated 187,500 are involved in illegal drug use, prostitution, and drug trafficking (U.S.
Department of Health and Human Services, 1986). Thus, these youth are at increased risk for HIV
infection. Youth living in areas where there are high rates of HIV infection, such as New York, Los Angeles;
Washington, D.C.; San Francisco; Houston; and Miami are at greatest risk for infection (CDC, 1987).

Developing an effective response to HIV disease among high-risk youth will require: (1) an accurate
understanding of the incidence and prevalence of infection among this population; (2) an assessment of
promising programmatic approaches for reaching this population, including crisis intervention and
intermediate and long-term care; (3) the development of education strategies which effectively motivate youth
to modify high-risk behaviors; (4) the development of policies addressing the confidentiality of youths’ HIV
status and protecting them from discriminatory practices; and (5) the development of mechanisms to deliver
quality health care to infected youth.

HIV INFECTION AMONG SPECIAL POPULATIONS WITH IN THE CRIMINALJUSTICE SYSTEM

Criminal justice policymakers have for some time been concerned about the prevalence of HIV infection
among special populations, such as prisoners, including those with diagnosed tuberculosis (TB); prostitutes;
and sexual offenders.



The results of a 1988 survey of correctional facilities indicate that the incidence of AIDS among prisoners
is higher than that in the general population, most likely because inmates may over-represent past or current
IV drug users (Hammett, et al., 1989). There remains little information on the overall HIV seroprevalency
rate among prisoners within federal, state, and local correctional institutions since most facilities are not
conducting mass-screening programs. A limited number of blind seroprevalency studies have reaffirmed the
high rate of infection among IV drug users and homosexual/bisexual men (Singleton, et al., 1989; Truman,
et al., 1988).

There also remains little information regarding HIV transmission within correctional institutions.
Preliminary studies have reported relatively low rates of transmission; further, they have been very careful
to note that the studies have had methodological problems (Hammett, et al., 1989).

HIV infection among prisoners raises some other health care issues which affect the care and treatment
of inmates within state and local facilities. In particular, TB may occur as an opportunistic disease in HIV-
infected persons. Increased incidence of TB, specifically in areas of the country with high levels of HIV
infection, have particularly concerned correctional and public health officials (CDC, 1989). TB is an
airborne, contagious disease; thus, its control within a correctional setting is of utmost importance.
Correctional administrators should review the CDC guidelines for the prevention and control of TB
(Appendix A) and implement the recommendations regarding TB testing and treatment (CDC, 1989).

Prostitutes are at risk for HIV infection due to frequent IV drug use and multiple sexual exposures (Wish
and Johnson, 1986). A study of HIV prevalence among prostitutes in the United States indicated that HIV
infection is three to four times higher in prostitutes who use IV drugs than among those who do not. HIV
prevalence among prostitutes varies from 0-45 percent, with the highest rates in large inner-city areas where
IV drug use is common. HIV infection among black and Hispanic prostitutes is approximately 50 percent
higher than among white prostitutes (CDC, 1987).

The prevalence of HIV infection among sexual offenders has not been documented, although sex offenders
have multiple sexual deviations and practices which may place them at risk for HIV infection (Ressler, et
al., 1988). To date, no seroprevalency studies of either victims of sexual abuse or sex offenders have been
conducted. However, increasingly, victims of sexual abuse are expressing concerns about their risk for HIV
disease, thus placing added emphasis on the role of the criminal justice system to establish effective means
of responding to these concerns (Burgess and Grant, 1988).



CHAPTER III

THE MEDICAL ISSUES: AN OVERVIEW

Acquired immunodeficiency syndrome (AIDS) is a life-threatening disease caused by a retrovirus, called the
human immunodeficiency virus (HIV). The virus reduces the ability of the body’s immune system to fight
off infections and diseases. As a result, the infected individual dies not of AIDS but from infections and
cancers that can thrive in a body with a compromised immune system. To understand how HIV affects the
body, its modes of transmission, and the prospect for prevention and treatment, it is essential to understand
a few elementary facts about viruses in general, and retroviruses in particular.

Viruses are tiny particles, much smaller than any bacteria. Partly due to their small size, viruses are
able to move from the bloodstream to other cells, where they can remain dormant for periods of time,
immune from the body’s natural defenses or from medications (Haseltine and Wong-Staal, 1988). While
some viruses have relatively minor effects, such as those that cause the common cold, others have much
more devastating effects, such as those that cause hepatitis and polio.

Viruses are not capable of independent life. They are “alive” and capable of reproducing themselves only
when they are inside living cells of higher organisms. They can infect only cells to which they can attach
themselves; and for infection to occur, virus-to-cell attachment must take place in a liquid environment
compatible with cells survival (Krim, 1987). Thus, in order for HIV to infect a person, very specific conditions
must exist.

THE HUMAN IMMUNODIFICIENCY VIRUS

HIV is one of a class of retroviruses, so named for their ability to reverse the ordinary flow of genetic
information within the infected cell (Gallo and Montagnier, 1988). Retroviruses and their cancer-causing
potential are not new to scientists, having previously been identified in animals (Essex and Kanki, 1988).
However, only with the isolation of the first human retrovirus did scientists begin to unfold the insidious
nature and lethal effects of HIV (Gallo, 1986; Clavel, et al., 1986).

HIV mainly infects two types of white blood cells: a group of lymphocytes called T4 cells and a group
of phagocytes, called macrophages. Both of these cells are integral parts of the body’s immune system.
The T cells act to stimulate the body’s immune system when it is invaded by a foreign substance, while the
macrophages serve as the first line of defense against bacterial and other infections. The virus behaves
differently in each of these cells.

In the T cells, HIV may lie dormant for long periods of time, until it is stimulated to reproduce itself
and kill its host cells. It then “buds” out of the T cell to find additional cells to infect. In the macrophages,
the virus grows constantly, albeit slowly, not destroying the cell but probably altering its function (Haseltine
and Wong-Staal, 1988). Scientists believe that it is through the macrophages, which can cross the blood-
brain barrier, that the virus enters the brain, causing the dementia often seen in individuals with HIV disease
(Gallo and Montagnier, 1988).

Infection begins when the virus attaches itself to a molecule called CD4. While the CD4 is primarily
on the T cells, other cells of the body also carry the molecule.

HIV INFECTION AND DISEASE

HIV infection causes a progressive derangement of the immune system, with a wide range of manifestations
and consequences. AIDS is just one late manifestation of that process. The CDC divides HIV disease into
four mutually exclusive stages:

CDC I: Often within three weeks of exposure to HIV, many people experience the symptoms of acute
infection, characterized by fever, swollen glands, fatigue, other mononucleosis-like symptoms, and occasionally
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a rash. In addition, disorders of the central nervous system may be noted, most commonly headaches and
encephalitis (inflammation of the brain tissue). These symptoms disappear within a few weeks.

CDC II: Following the initial infection period and after seroconversion (a positive HIV antibody
blood test), most HIV-infected individuals remain asymptomatic for varying lengths of time. However, these
individuals are infectious and may transmit HIV through the exchange of blood and through sexual contact.

CDC III: A proportion of HIV-infected individuals with no other symptoms do have generalized
lymphadenopathy (swelling of the lymph nodes). This swelling persists over time and is often referred to
as PGL persistent generalized lymphadenopathy.

CDC IV: HIV-infected individuals with symptoms may be divided into several groups based upon
their type and degree of symptoms. Some persons suffer from constitutional symptoms, such as fever, weight
loss, and diarrhea, which persist and are not associated with an identifiable cause other than HIV infection.
While this stage has often been referred to as AIDS-Related Complex (ARC), the term ARC is non-specific
and tends to obscure the life-threatening aspects of this stage of HIV disease. Therefore, scientists favor
using the CDC classification.

CDC IV-B: Other individuals suffer from neurological manifestations, including dementia and other
cognitive and sensory disorders which cannot be explained by any other illness than HIV. Still other persons
suffer from one or more of the opportunistic infections, most often pneumocystis carinii pneumonia and
Kaposi’s sarcoma, which are associated with immune deficiency.’

Understanding the full spectrum of HIV disease allows medical researchers to investigate the efficacy
of vaccines and drug therapies to combat HIV and allows policymakers to plan prevention and education
strategies targeted at specific populations which may be at risk for infection.

HIV Transmission

Perhaps the greatest fear and misunderstanding about HIV disease relates to its modes of transmission. The
major routes of transmission--blood and blood products, intimate sexual contact, and mother to fetus--have
been well established.

Blood and Blood Products.  Transmission through blood and blood-products has been documented in studies
of IV-drug users and recipients of blood transfusions (Small, et al,, 1983; Masur, et al., 1984; Friedland, et
al., 1985; Curran, et al., 1984). The incidence of infection among transfusion recipients has significantly
decreased since 1985, when a test to detect HIV antibodies was applied to all donated blood. However, the
high prevalence of HIV infection among IV-drug users reflects the efficiency of shared hypodermic needles
in HIV transmission and infection.

Sexual Contact. HIV is also transmitted through intimate sexual contact, both homosexual and heterosexual.
In the United States, most sexual transmission of HIV has been among homosexual men; although the
disease remains predominantly a heterosexually transmitted one in Africa, the Caribbean, and some areas
of South America (Mann, et al, 1986). HIV has been isolated in both semen and vaginal secretions, making
unprotected sexual intercourse of any kind a conducive environment for HIV infection (Curran, et al., 1985).
Furthermore, the presence of another sexually transmitted disease, genital herpes, increases the HIV
transmission rate (Burgess and Grant, 1988; Heyward and Curran, 1988).

1 For the complete CDC case surveillance definition of AIDS (CDC IV-C, D, E), see: CDC, MMWR,
Vol. 36, No. lS, 1987.

11



Perinatal Transmission. Another mode of HIV infection is through perinatal transmission, in utero through
the mother’s circulatory system, during labor and delivery, or after birth through infected breast milk (CDC,
December 1987).

Non-Routes of Transmission

While HIV has been isolated in saliva, the concentrations are so insignificant that saliva does not represent
a risk of transmission (Lifson, 1988). In addition, extensive research has overwhelmingly documented that
HIV infection is not transmitted in any body fluids not containing visible blood, nor is it transmitted through
casual contact, including hugging, shaking hands, sharing of household items, and workplace interactions
(Friedland, 1986).

OCCUPATIONAL EXPOSURE TO HIV

The possibility of HIV transmission through accidental exposure to contaminated blood is of concern to
professionals within health care, emergency medical services, and public safety. However, numerous studies
have confirmed that such transmission represents a small occupational risk.

For example, in a national study conducted by CDC of 870 health care workers who had accidentally
received needlestick injuries or cuts with sharp objects (i.e., parenteral exposures) and were thus exposed
to blood from patients known to be HIV-infected, four later tested positive, yielding a seroprevalence rate
of 0.47 percent. Of 103 workers whose nonintact skin or mucous membranes had been exposed to
contaminated blood, none became infected (CDC AND NIOSH, 1989).

In another study, as of April 1988, the National Institutes of Health had tested 983 health care workers,
137 with documented needlestick injuries and 345 with mucous membrane exposures to blood or other body
fluids of HIV-infected patients; none had seroconverted. Since that date, one worker has reportedly
experienced an occupational HIV seroconversion. As of March 15, 1988, a similar study at the University
of California of 212 health care workers with 625 documented accidental parenteral exposures involving HIV-
infected patients had identified one seroconversion following a needlestick (CDC and NIOSH, 1989).

As of this writing, no cases of occupational transmission among criminal justice personnel have been
substantiated, although a number of cases have been reported and investigated. Despite this fact, concerns
remain about possible occupational exposure. Therefore, agencies should develop policies which specify post-
exposure testing, counseling, and followup for personnel who have been exposed not only to HIV but also
to hepatitis B (HBV).

HIV ANTIBODY TESTING

In March 1985, the Food and Drug Administration licensed a blood test system for screening donated blood.
The enzyme-linked-immunosorbent-assay, or ELISA test, and the confirmatory “Western Blot” test are very
effective in detecting HIV infection in individuals who show no clinical symptoms and in confirming
diagnoses of AIDS and other HIV-related conditions. The tests have also enabled researchers to study both
the prevalence and incidence of HIV infection. Most importantly, the tests have been invaluable as a
mechanism to screen donated blood.*

The tests, however, do have certain limitations, which relate to the time period between exposure to
HIV and the development of antibodies to HIV. Antibodies to HIV develop slowly over weeks or months,
and their detection in the blood is not immediately possible. In most individuals, antibodies to HIV may
be detected 6-12 weeks after initial infection. However, in some persons, this seroconversion may occur as
early as 2 weeks; and in others, it may take as long as 6 months, or in rare cases, even longer. Thus,
antibody testing may yield a false “negative” result, making it necessary to repeat the tests at 6 weeks, 12
weeks, 6 months, and 12 months after exposure.

2 For a detailed discussion of the Western Blot. see: CDC, MMWR, Vol. 38, No. S-7, July 21, 1989.



Such limitations make mass screening programs, particularly among the general population, a costly and
ineffective method of detecting infection. Furthermore, the many false “negative” results, which are to be
expected among persons recently infected with HIV, may lead to a false sense of security for both the
persons suspected of being infected and the persons with whom they come in contact.

HIV Antigen Testing

The Food and Drug Administration has approved the marketing of the first diagnostic test to detect HIV
antigens; i.e., proteins produced by the HIV virus. While antibodies are first detectable in most persons
about 6-12 weeks after infection, antigens can appear temporarily as early as two weeks after infection. The
antigen test is an enzyme immunoassay that directly detects at least one antigen, or protein, produced by
HIV. Researchers have discovered that not only are HIV antigens generally detectable earlier than
antibodies, but that the detection of antigens correlates to the development of clinical complications, such
as AIDS, AIDS-related complex or other forms of immune deficiency related to HIV infection.

The antigen test has been very useful in monitoring and treating individuals who participate in clinical
trials of anti-viral drugs.

PROGRESS TOWARD VACCINE AND TREATMENT

Certainly, the best way of combatting any disease is to prevent it; and vaccination is one of the most
effective methods of prevention. Medical research has produced vaccinations against such diseases as
smallpox, polio, measles, yellow fever, and the mumps. While the development of a safe vaccine against HIV
remains the highest research priority, the very nature of HIV makes vaccine development and testing the
most challenging of tasks. For a vaccine to be effective it would have to: (1) prevent HIV from infecting the
T cells and the macrophages; (2) stop HIV from infecting the central nervous system, where it becomes
invulnerable to the immune system; (3) ensure that the immune system will recognize the virus as it mutates
within the body; (4) be effective for all recipients regardless of age and extent of exposure to HIV, and (5)
be free of any risk of causing AIDS (Matthews and Bolognesi, 1988).

Three factors are particularly important in understanding the difficulties of vaccine research: (1) the
ability of HIV to “hide” in cells and change its composition and replace the host cell’s genes with its own
genes; (2) the lack of animal models for the disease which may be used in testing potential vaccines; and
(3) the difficulties of recruiting and the serious ethical concerns about using human subjects for trial
vaccines. Despite these difficulties, a number of research efforts are currently underway to develop and test
vaccine candidates as experts remain cautiously optimistic about the prospects of a vaccine.

Treatment of HIV disease remains the more promising approach. Several drugs have been effective
in laboratory studies in either interfering with HIV’s ability to replicate itself or its ability to attach itself
to host cells (deClerq, 1986; Robbins, 1986). To date, the drug AZT has been shown to be effective for
persons with diagnosed AIDS and in delaying disease progression in HIV-infected persons with less than 500
T4 cells. However, the drug must be taken every four hours; remains very costly; and may have potentially
life threatening side-effects, such as the suppressing of bone marrow in some patients. Furthermore, in some
cases, HIV has “adapted” itself to AZT, making the drug ineffective over time. Currently, a number of
research projects are examining the possible advantages of administering AZT at earlier stages of the disease.

Other antiviral drugs continue to be studied, as are combinations of AZT with other drugs. However,
no current drug therapies have proven effective at early stages of infection or once HIV has infected a host
cell. Furthermore, researchers have yet to develop therapies which would restore an immune system
destroyed by HIV, although certain combinations of interleukins and interferons seem to hold promise
(Krim, 1988).

In addition to the purely medical issues surrounding HIV disease, there are a number of critical
psychological problems experienced by infected persons. For a detailed discussion of these issues, see
Chapter X.
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CHAPTER IV

THE LEGAL ISSUES: AN OVERVIEW

Michael R. Smith, J.D.

It is essential that corrections officials know their legal rights and obligations in handling inmates with HIV
disease. It is becoming more and more likely that, on any given day, most prisons and jails will hold such
inmates. As a result, increasing numbers of questions are being raised. For example, when may inmates
be tested for HIV? May infected inmates be housed separately from other inmates? Who may be told that
an inmate is HIV infected?

The federal courts have started to address these and related questions, although their answers sometimes
provide only tentative guidance. This chapter focuses on federal law; however, many state legislatures have
passed laws dealing with AIDS. Since the application of state law may produce a completely different
answer, correctional administrators must consider it before implementing any AIDS-related policy.

This chapter is not intended as a comprehensive or definitive treatment of the many legal questions
surrounding AIDS. Instead, it discusses federal court decisions in the most important areas of correctional
policy and draws some limited conclusions. 1 In addition, it focuses on law rather than policy. Federal
courts may allow certain policies affecting HIV-positive inmates, but administrators must decide for
themselves whether those policies represent sound correctional practice. The law is still developing in this
important area, and policymakers should consult their attorneys for up-to-date legal advice.2

TESTING INMATES FOR HIV

The Fourth Amendment protects all persons, including pretrial detainees and convicted inmates, against
unreasonable searches.3 This protection applies to conventional searches, as when a correctional officer frisks
a newly admitted inmate. It also applies in a less obvious context; for example, a mandatory blood test is
considered a search, which does not mean that it is prohibited, but only that it must be reasonable.4 The
critical question for corrections policymakers is whether mandatory testing of inmates for HIV is reasonable
under the Fourth Amendment.

Inmates’ Privacy Rights

In evaluating the validity of HIV testing of inmates, a federal court will decide if the reason given by
corrections officials for testing outweighs an inmate’s right to privacy. In the corrections context, this
probably means only that the justification for testing must not be arbitrary.5 The application of this legal
standard does not always produce clear and obvious results, and the outcome may be complex. In two recent
decisions, however--Dunn v. White and Harris v. Thigpen--federal courts ruled that the mandatory testing of
inmates for HIV is reasonable.

Dunn v. White. In Dunn v. White, an inmate filed a lawsuit claiming that prison officials violated his Fourth
Amendment right to privacy by forcing him to submit to a blood test for HIV.6 After recognizing that
inmates retain a limited privacy interest in not having their blood tested, the federal court of appeals
nevertheless concluded that the “prison’s interest in responding to the threat of AIDS” was more important
than the inmate’s privacy.7 The court emphasized generally the need to control the spread of HIV disease
inside prison, and it approved mandatory HIV testing as a necessary first step in assessing the scope of the
problem. In addition. the court found that testing was a crucial tool for helping prison officials meet their
legal duty to provide medical care for HIV-infected inmates. The court allowed testing even though “the
prison [did] not currently use the information it gathers either to treat or control the spread of AIDS.”8

The decision in Dunn is important not just because it permits HIV testing, but also for the
circumstances under which it allows it. It found that the operation of a prison presents “special needs”; and
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when conducting searches of inmates, those needs “justify departures from the usual warrant and
probable-cause requirements.“9 In other words, corrections officials may test an inmate for HIV even if
there is no particular reason to believe that he or she is infected. Not only will testing be considered
reasonable in the complete absence of suspicion, but it also means that a search warrant is not required.

This decision is significant for another reason. The court accepted the general justifications for testing
put forward by prison officials, and it never required them to specify how they would use the identification
of HIV-infected inmates to limit the spread of AIDS. Further, the court did not require details about the
medical treatment program the officials might implement. Instead, the court apparently upheld the testing
because prison officials at some point might use the HIV status of inmates to make decisions about
segregated housing assignments and medical treatment.

Harris v. Thigpen. Another recent federal court decision, Harris v. Thigpen, 10 involved a class action lawsuit
by inmates challenging an Alabama statute that requires HIV testing for all inmates upon admission to
prison and within 30 days of their release. The trial court upheld the mandatory testing program, finding
that the need to protect other inmates and prison officers against the spread of AIDS was more important
than the limited privacy rights of HIV-infected inmates. Alabama prison officials had concluded that placing
HIV-positive inmates in segregated housing units was the best way to protect other inmates against infection.
The court found that testing inmates was reasonable, as it was the only way to identify those inmates
requiring segregation.

The Harris decision circles the legal issues in a way that is sometimes difficult to follow, but the one
thread that holds the issues together is the fact that it was extremely important to the court that prison
officials “may face liability for exposing others to a dread disease . . . . ”11 The decision to allow testing
rests primarily on that factor, although the court never mentions the practical barriers facing inmates who
bring lawsuits alleging that corrections officials failed to protect them from other inmates.12 Instead, it
accepted the opinion of prison officials that no one can “reasonably guess how those having the capabilities
to transfer that dread disease may use that awesome weapon against their weaker fellow inmates who think
they are not infected.”13 In order to minimize the possibility of lawsuits by inmates alleging that they
became infected through homosexual rapes in prison, the court approved the segregation of HIV-infected
inmates. It then necessarily approved HIV testing as a legitimate way to identify those inmates in need of
segregated housing. In fact, the court even suggested that allowing HIV-positive inmates to remain in the
general population might violate the rights of other inmates.14

It is important to recall that the HIV test looks only for antibodies to the virus, not for HIV or AIDS.
The court in Harris recognized that a significant window of time exists between HIV infection and the
appearance of antibodies. This period is usually between six weeks and three months, and it means that
a person who tests negative during this critical period still may be infected and capable of transmitting the
virus to others. For purposes of Alabama’s mandatory testing program, it also means that an unknown
number of HIV-infected inmates will test negative and remain in the general prison population. Even
though confronted with this serious limitation on the ability of prison officials to identity and isolate
HIV-infected inmates, the court nevertheless allowed mandatory HIV testing for all inmates.

Additional Issues Affecting Inmate Testing

In part, the decisions in Dunn and Harris to permit mandatory HIV testing can be explained by the
deference accorded corrections policymakers by the federal courts. 15 The courts recognize how difficult it
is to operate prisons and jails, and therefore they are reluctant to second-guess the policy choices of their
administrators. On the other hand, it is possible that this usual deference is exaggerated in these cases by
unreasonable fears about AIDS. In Harris, for example, the court noted that “AIDS now appears not to
be an air-borne disease,” a statement that may reflect lingering skepticism about how HIV is transmitted.16

There is another factor involved in these decisions. The privacy interest violated by a blood test is relatively
slight, and that probably made the courts more willing to accept the vague and sometimes inconsistent
justifications offered for the testing.17 It is dangerous to draw final conclusions about mandatory HIV
testing based on these early decisions, and corrections administrators should note their limited scope. These
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decisions provide that HIV testing does not violate the Fourth Amendment rights of inmates, but they do
not require corrections officials to test inmates. In fact, the federal courts consistently have rejected claims
by inmates that a failure to test all newly-admitted inmates violates their Eighth Amendment right to be
free from cruel and unusual punishment. 18 The inmates bringing these lawsuits have been concerned mostly
about being assaulted by HIV-infected inmates, and they have argued that testing is the only way to identify
and segregate those inmates who might infect them.

In Feigley v. Fulcomer, for example, a federal court held that the rights of an inmate were not violated
by failing to test all other inmates for HIV infection. The court relied on the testimony of a medical expert,
who stated, “It is impossible to effectively separate infected from uninfected inmates.”19 There is no way
to guarantee complete separation due to the window of time between HIV infection and the development
of antibodies. Given this limit on the usefulness of testing as a way to identify HIV-infected inmates, the
medical expert encouraged prison officials to treat all inmates as if they are infected. In other words, they
should take universal precautions against possible infection, rather than taking only precautions with those
inmates who test positive.20 After considering the medical evidence, the court refused to find that the
prison officials, by failing to test all inmates, had deliberately ignored their duty to protect inmates from
HIV infection.

State Laws’ Impact on Testing. State legislatures have addressed many of the complex issues surrounding
AIDS, including when persons may be tested. Therefore, administrators must be cautious when preparing
to establish testing policies; since even if the Fourth Amendment does not prevent inmate testing, individual
state law may prohibit involuntary HIV testing. For example, it is possible that a state law will flatly prohibit
HIV testing without a person’s consent. In the absence of an exception for inmates or a separate law that
permits their involuntary testing, it would therefore be unlawful in that state to test inmates for HIV. This
is true even though the Fourth Amendment might allow the testing of inmates as a reasonable invasion of
their privacy. The U.S. Constitution outlines the minimum privacy rights enjoyed by all citizens, including
inmates; but a state may grant its residents greater protection against invasions of privacy. This possibility
makes it important for administrators to consult their legal advisors about the impact of state law on HIV
testing.

INMATE HOUSING

Segregation Issues

HIV testing of inmates, as the preceding section indicated. is usually connected directly to a policy of
segregation of those who test positive. Federal courts in several cases have upheld the separate housing of
HIV-positive inmates, even those who are asymptomatic, for such purposes as diagnosis, medical treatment,
and security.

In Muhammad v. Carlson, for example, an inmate, Muhammad, was transferred to a federal medical
center for evaluation of physical coordination problems; and blood tests revealed that he was HIV infected.21

Prison officials immediately placed him in a restricted AIDS unit that was isolated from the general inmate
population. No hearing was conducted. Muhammad was returned to the general inmate population after
the Bureau of Prisons changed its policy of automatically segregating HIV-infected inmates.22 He filed a
federal lawsuit alleging that his transfer to the restricted AIDS unit had violated his constitutional rights.

Due Process Clause Issues. The primary legal question was whether the transfer and segregation violated
Muhammad’s federally protected right to due process of law. In other words, Muhammad claimed that
federal law required prison officials to give him notice of the reasons for the transfer and an opportunity
to challenge those reasons. The court rejected his claim, finding that the Due Process Clause gives inmates
no protection against a transfer to more restrictive quarters for nonpunitive reasons.23 Put another way,
inmates have no constitutional right to remain in the general population. The court found that
Muhammad’s transfer was not for punitive reasons, and therefore it fell within the broad discretion enjoyed
by corrections administrators. Instead, his transfer had “the legitimate purpose of isolating suspected AIDS
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carriers for diagnostic, treatment and security purposes.”24

In addition to the above, the decision in Muhammad v. Carlson addresses the following legal challenge
to the transfer: Federal prison officials had adopted regulations that narrowly limited their authority to
transfer HIV-infected inmates to segregated housing; and once they had placed mandatory restrictions on
their ability to make those transfers, Muhammad argued that inmates reasonably expected the regulations
to be followed. Because the Due Process Clause protects reasonable expectations created by mandatory
regulations,25 Muhammad concluded that he was entitled to notice of the reasons for his transfer and an
informal opportunity to challenge them.

The court’s analysis of Muhammad’s argument offers valuable guidance for administrators. After
recognizing the validity of Muhammad’s general legal theory, the court ruled against him because the theory
simply did not fit his case. The federal regulations in question did not place any limitations on transfers
to segregated housing for medical reasons. Since medical reasons were the basis for Muhammad’s transfer,
the prison regulations gave him no reason to “expect that he would not be transferred to the AIDS unit
without a chance to challenge his medical classification. . . .”26 Absent a mandatory restriction on the
discretion of federal officials to make transfers for medical reasons, the Due Process Clause did not entitle
Muhammad to challenge his move to more restrictive quarters.

The decision in Muhammad v. Carlson is significant. It provides that inmates, even those who are
HIV infected, have no federally protected right to remain in the general inmate population. However, if
local regulations impose mandatory restrictions on transfers, the Due Process Clause offers inmates limited
protection, requiring officials to tell inmates why they are being removed from the general population and
allowing inmates an informal opportunity to question the transfer. Thus, if corrections officials have
voluntarily restricted their authority to make transfers, they are obligated to follow limited due process
requirements; and they must be careful in writing policies for housing HIV-infected inmates.27 The language
used in any policy should indicate clearly whether and under what circumstances infected inmates may be
segregated for diagnosis, treatment, or security.

Equal Protection Clause Issues. HIV-infected inmates have challenged segregated housing policies on other
legal grounds, charging that their confinement in isolated units violates the Equal Protection Clause. This
differs from a lawsuit based on a violation of due process. In essence, the legal argument is that transferring
seropositive inmates to segregated housing, even with notice and a hearing, is arbitrary and therefore violates
their right to equal treatment. However, the Equal Protection Clause does not absolutely prohibit
corrections officials from treating one group of inmates differently than other inmates. Instead, it usually
requires only a good reason for the different treatment, or--in legal terms--the different treatment must be
rationally related to a “legitimate government purpose.”

The courts have analyzed these equal protection challenges in slightly different ways, but each has
concluded that segregating HIV-infected inmates was reasonable and therefore not a constitutional violation.
In Judd v. Packard, for example, an inmate filed a lawsuit after he was placed in medical isolation on three
separate occasions for AIDS-related testing and treatment. The court concluded that, “It is perfectly
reasonable to isolate suspected carriers medically for diagnostic and treatment purposes in a prison hospital
setting. ”28 Other courts have concluded that safety and security are reasonable justifications for a special
housing policy.29 For example, one court upheld segregated housing as a reasonable way “to protect both
the AIDS victims and other prisoners from the tensions and harm that could result from the fears of other
inmates.”30

Access to Programs, Services. HIV-infected inmates frequently have raised another legal question following
their isolation from the general inmate population. Are segregated inmates entitled to receive the same
access to programs and services as other inmates in the facility ? The answer is not entirely clear; therefore,
corrections officials should be cautious in their approach to this issue.

In Powell v. Department of Corrections, the issue was raised by an HIV-infected inmate who claimed
that he was denied the following privileges during his isolation: visitation with his family, attendance at
worship services, adequate physical exercise, and access to a law library.31 The court upheld the inmate’s
isolation in separate quarters, but only because the conditions in those quarters did not otherwise violate
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his federal rights. In finding that the inmate’s rights were not violated, it was important to the court that
he was “provided limited access to all programs and services at the institution.”32 For example, the inmate
was not allowed to worship with the rest of the prison population, but he did have regular access to the
prison chaplain. The court found that the restriction was a reasonable way to maintain the health of other
inmates and protect the HIV-infected inmate from harm. It might have reached a different decision,
however, if prison officials had completely denied the inmate access to programs and services.33

This same issue was addressed in the recent case of Harris v. Thigpen.3 4 HIV-infected inmates claimed
that Alabama prison officials violated their federal rights by denying them meaningful access to the courts.
The court indicated that even “[i]nmates infected with the AIDS virus have a constitutional right to access
to the law library or, in the alternative, to the assistance of a person with legal training.”35 In rejecting the
inmates’ claim, however, the court emphasized that the inmates already received some access to the law
library and stated that it was reluctant to order any more. 3 6 At the same time, however, the court
recommended that prison officials formulate a plan that would give the inmates even greater access to the
law library. It is possible that the court, if faced with a policy that completely denied access to the courts,
would have found that the policy violated the rights of HIV-infected inmates.37

It is important to emphasize that the law on access to programs by infected inmates is not completely
settled, which means that the federal courts do not always reach predictable results. In Harris v. Thigpen,
the trial court also considered a policy that apparently made HIV-infected inmates completely ineligible for
certain community programs. For example, the inmates were not allowed to leave the facility and participate
in work-release programs. The court found that the policy did not violate the rights of seropositive inmates,
even though it was a complete denial of access rather than a limitation.38

Conjugal visitation. In another case, a prison inmate was denied participation in a conjugal visitation
program after he was diagnosed as suffering from AIDS.3 9 This complete denial was upheld against a claim
that it violated the inmate’s constitutional right to equal protection of the law. It was not a violation
because the court decided that prison officials had a good reason for the policy, which was to prevent the
spread of a communicable disease.4 0 Compare that case with one in which prison officials refused to allow
an inmate with AIDS to leave the prison on a temporary furlough.41 The court found that denying his
participation in the program was not supported by the evidence; therefore, it held the policy unconstitutional
as applied to the inmate. The inmate had been receiving the drug AZT in an experimental program, and
officials unreasonably concluded that a seven-day furlough would interfere with his continued medical
treatment.42

In the absence of a clear legal rule, the safest approach for corrections policymakers is to give
HIV-infected inmates at least limited access to prison programs and services. For example, the Connecticut
Department of Correction recently settled a lawsuit by agreeing to grant limited privileges to HIV-infected
inmates confined in a prison hospital. 4 3 Absent special medical or security considerations, the officials
consented to provide the inmates with reasonable hours of visitation and at least weekly meetings with the
prison’s religious staff.

It should be noted, however, that federal courts, in narrow circumstances, may uphold a policy that
completely denies inmates access to certain programs, especially if the program involves releasing infected
inmates into the community or giving them contact with persons from outside the facility. In this area, as
in many others involving AIDS-related legal issues, corrections administrators are advised to consult with
legal advisors before implementing policy.

A final word about segregating HIV-infected inmates follows: The federal courts have concluded that
a segregation policy does not violate the rights of inmates; but at the same time, they have not mandated
an isolation policy for HIV-infected inmates. In a number of lawsuits, courts have denied claims by healthy
inmates that officials have violated their constitutional rights by failing to segregate all inmates with AIDS.
One federal court stated that “[t]he problem of protecting prisoners from AIDS is best left to the legislature
and prison administrators.”44 Like the decision to test inmates for HIV, the ultimate policy choice on
housing rests within the sound discretion of prison and jail administrators.
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CONFIDENTIALITY OF MEDICAL, INFORMATION

The legal questions surrounding the confidentiality of information about an inmate’s HIV status are complex
and largely unsettled. Corrections administrators and officers frequently want to know if an inmate in their
custody is seropositive, and sometimes they want to tell other people who may come into contact with the
inmate. It is not always easy to evaluate whether officials have a legitimate need to know an inmate’s HIV
status, or, on the other hand, whether they simply want to know because of unreasonable fears about
contracting HIV disease. Only a handful of court decisions have discussed the confidentiality question; and
at best they offer broad, tentative conclusions.

Many state legislatures have enacted confidentiality statutes that strictly limit the circumstances under which
information about HIV may be revealed. In this area, it therefore is especially important that prison and
jail officials review their state laws.

Federal courts have gradually recognized that a constitutional right to privacy protects HIV-infected inmates
against the unnecessary disclosure of medical information. In Woods v. White, for example, an inmate sued
prison medical personnel, alleging they violated his right to privacy by telling custodial officers and other
inmates that he had tested positive for HIV.4 5 The court first had to decide whether there was a right to
privacy that protected the inmate. Other federal courts had identified a right to privacy in certain types of
personal information; and in Woods, the court relied on these precedents in holding that the inmate had
“a constitutional right to privacy in information relating to AIDS.”46 In addition, the court found that the
inmate did not lose that right just because he was confined in prison.

The court declared that the right to privacy was not absolute, however; and in an appropriate case, the
need for disclosure by corrections officials might outweigh an inmate’s right to confidentiality. In Woods,
however, the court was not required to determine the scope of the inmate’s right to privacy. The medical
personnel simply made “no claim that any important public interest was served in their discussion of [the
inmate’s] positive test for the AIDS virus.”47 Because they offered no justification for the disclosure, the
court could not find that the medical staff had a legitimate reason for violating the inmate’s right to privacy.
After deciding that a jury could hold the medical officers liable, the court also ruled that qualified immunity
did not shield them from individual liability. The defense was not available to help them because the
“[c]asual, unjustified dissemination of confidential information to non-medical staff and other prisoners”
fell far outside of their responsibilities.48

The decision in Woods means that directly revealing an inmate’s HIV status without any good reason
violates the person’s federally protected right to confidentiality. Unfortunately, the decision offers little
guidance on what courts might recognize as a legitimate justification for disclosure. It is difficult to know
exactly what happened from the sparse facts reported in Woods, although the medical staff may have been
merely engaging in gossip. The court makes it clear that gossip and idle interest are not good enough
reasons for divulging an inmate’s HIV status.

What if the reason given for disclosing an inmate’s HIV status is to protect detention officers and other
inmates from contracting the disease ? The medical evidence may undercut that justification, even though
it is appealing at first glance. Given that HIV is not transmitted through casual contact, and given the
recommendation that correctional officers use safety precautions in dealing with all inmates--not just those
known to be HIV-infected--how will knowledge about an inmate’s HIV status protect officers against
infection?

On the other hand, corrections administrators might respond that officers sometimes fail to use
universal safety precautions and that the officers will be more consistent in protecting themselves if known
HIV-infected inmates are identified.4 9 There is no reliable way to predict whether the federal courts will
accept that argument for directly releasing an inmate’s HIV status. In Baez v. Rapping, the federal court
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came close to considering that justification; but the question was slightly different because the inmate’s
condition was not directly divulged.5 0 After an inmate was hospitalized for a blood clot in his leg, tests
revealed that he was HIV infected. When the inmate was returned to jail, the hospital “issued a medical
precaution sheet . . . concerning the necessity of avoiding [the inmate’s] body fluids.”51 The inmate then
sued the doctor who released the warning. It is significant that the sheet did not specifically state that the
inmate had tested positive for HIV. After emphasizing that inmates have only a limited right to privacy,
the court held that it is “not infringed when a medical director reports the condition of an inmate in the
most limited way possible to the corrections department.”52

Unlike the situation in Woods there was no direct violation of privacy in Baez; as the medical report
did not expressly reveal that the inmate was HIV infected. In addition, the doctor in Baez put forward a
reason for his disclosure--the safety of jail officers. It is important to remember that no reason at all was
offered in Woods. For that combination of factors, the court decided that the limited disclosure was more
important than the slight infringement of the inmate’s privacy.

5 3 This case does not necessarily mean that
a court will uphold the direct disclosure of an inmate’s HIV status, even for the alleged purpose of
protecting staff. It must be emphasized that the warning in Baez was discrete, only advising the jail staff
to avoid contact with the inmate’s body fluids. Further, the warning was made for public health reasons by
trained medical personnel, not corrections officers, and that may have influenced the court’s decision.

The inmate in Baez also tried to argue that the medical warning, although limited and discrete,
indirectly revealed that he was HIV infected. There are other health reasons for avoiding contact with an
inmate’s body fluids, but it seems likely that most officers, upon hearing such a warning, would assume an
inmate is HIV infected. In Baez, the court never really focused on the possible breach of confidentiality
associated with the indirect disclosure of an inmate’s medical condition. Federal courts now may be turning
their attention to this slippery aspect of confidentiality.

In Doe v. Coughlin, prison policy required the involuntary transfer of all HIV-infected inmates to a
special dormitory for improved medical treatment.5 4 A seropositive inmate filed a lawsuit against the policy,
alleging that placing him in a segregated housing unit would indirectly disclose his medical condition and
therefore violate his constitutional right to privacy. For example, “family members visiting the inmate might
be told by other visitors or by guards that the inmate is housed in the ‘AIDS dorm’”;55 or “inmates released
from prison may return to their communities and ‘spread the word.‘”56 It is significant that the inmate never
claimed prison officials would purposefully release his medical diagnosis.

After finding that HIV-infected inmates have a limited right to keep their medical diagnosis
confidential, the court in Doe v. Coughlin also found that the prison officials had legitimate reasons for the
proposed transfer policy. 5 7 HIV-infected inmates would receive improved medical treatment at a special
clinic, and the policy would reduce transportation costs associated with treatment.58 In the end, however,
the court ruled that those benefits did not outweigh the inmate’s right to privacy. It therefore found that
inmates must be afforded some protection against the non-consensual disclosure of their HIV status. For
example, the court indicated that perhaps inmates should be allowed to decide whether they will be housed
in the special unit. In essence, such a choice would amount to an “informed decision as to a waiver of their
constitutional right to privacy.”59 Although the court did not reach a final decision, it temporarily ordered
prison officials to stop the involuntary transfer of HIV-infected inmates to the special dormitory.60

The decision may not extend beyond its own facts, but it still casts some light on the issue of
confidentiality. First, the court found that the inmate’s privacy was more important than the acknowledged
benefits of the transfer policy. This is a remarkable outcome in light of the deference usually afforded
prison administrators by the federal courts. In addition, the court elected to protect the inmate’s
confidentiality against indirect disclosure, even though it was incidental to the implementation of an
otherwise legitimate policy.

Given how few courts have addressed the maze of issues surrounding confidentiality, it is dangerous
to draw broad legal conclusions. 61 The prudent approach for policymakers is to exercise caution against
disclosing an inmate’s medical condition. State law in most cases will prohibit direct disclosure, except in
carefully limited circumstances; and the decision in Woods indicates that federal law also requires a good
reason before an inmate’s condition is directly revealed.

In addition, the decision in Doe v. Coughlin suggests that administrators should be careful not to
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implement policies that indirectly reveal a person’s HIV status. For example, the issue of confidentiality
may be used in the future as a sword to attack policies that segregate inmates solely because they are HIV
positive.62 The case suggests that corrections officials may not without good reason involuntarily transfer
an HIV-infected inmate to segregated housing if it would indirectly reveal his or her medical condition,
particularly if their legitimate objectives can be reached some other way. Corrections officials should develop
policies that address these confidentiality issues before problems arise, and they should consult their legal
advisors about the impact of state laws.

FAILURE TO PROTECT INMATES FROM ASSAULTS

Corrections administrators frequently worry about possible liability if an HIV-infected inmate sexually
assaults another inmate and transmits the disease. This is one of the reasons many facilities isolate
seropositive inmates from the general population.

Officials Not Responsible for All Inmate Acts of Violence

It is important for officials to realize that they will not be held responsible for all acts of violence between
inmates, even if one of the inmates has AIDS. The courts recognize that some level of violence will take
place regardless of the preventive measures taken.6 3 On the other hand, the federal courts have ruled that
inmates have a constitutional right to be protected against violence under certain circumstances. For
example, corrections officials must anticipate and prevent assaults by inmates if an extensive risk of violence
exists in the facility.64 Even if violence among inmates is not rampant, corrections officers still must protect
inmates who are exposed to a specific risk of violence.65

One reported decision has addressed the issue of liability in a lawsuit brought by an inmate who was
assaulted by an HIV-infected inmate, and it dismissed the lawsuit in favor of prison officials.66 The
seropositive inmate, Stroud, attacked another inmate, Cameron, apparently without provocation.67 Stroud
bit into Cameron’s index finger “until the wound was bone deep,“68 and he made it clear that the assault
was premeditated. Cameron was called to the prison clinic a week after the attack, where the medical
director told him he may have contracted HIV, as Stroud “had been diagnosed before the altercation as a
carrier of the virus.”69 Cameron filed a federal lawsuit against the medical director and two prison
administrators, alleging that their failure to protect him from the assault violated his constitutional right to
personal safety. The inmate did not claim that the virus actually was transmitted by the bite.

In dismissing the inmate’s lawsuit, it is significant that the court applied the same analysis that always
is applied in claims involving inmate violence; i.e., it did not apply a special legal rule just because one of
the inmates was HIV infected.70 The law provides that an inmate cannot prevail in this type of lawsuit
without proving that prison officials were deliberately indifferent to his or her need for protection. This is
a difficult hurdle for inmates, as it means showing more than carelessness (negligence) or recklessness on
the part of corrections officers. In this case, Cameron claimed that the prison officials knew or should have
known Stroud was predatory and violent, as he was in prison for a crime of violence and had been
disciplined by officials for assaultive behavior; and they let him stay in the general inmate population even
though he was also HIV infected. The court held that these allegations were not enough to impose liability
against prison officials, and therefore it dismissed the inmate’s lawsuit.71

Protecting Against Violence by Addressing Causes

This is another area in which it is difficult to draw firm conclusions, especially on the basis of one court
decision. The threat of liability for failure to protect inmates from assaults is a good reason for isolating
all violent inmates, not just HIV-infected inmates who are violent. In addition, officials should protect
against violence by addressing its recognized causes. For example, officers should conduct adequate
supervision rounds and should also classify inmates in ways designed to reduce violence. It is possible that
officials will be held liable if a seropositive inmate sexually assaults another inmate and transmits the virus,
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but only if the officials clearly should have prevented the assault. 7 2 The best way for policymakers to avoid
liability is for them to take all reasonable and necessary steps to protect inmates from risks of violence.

LIABILITY FOR FAILURE TO PROVIDE AIDS TRAINING

Case of Doe v. Borough of Barrington Provides Valuable Lesson

The recent case of Doe v. Borough of Barrington 73 offers a valuable lesson on the connection between AIDS-
related training and the avoidance of civil liability. The court held that a police officer violated an arrestee’s
constitutional right to privacy by disclosing to another person that the arrestee had AIDS. In addition to
finding that the officer who released the information was liable, the court ruled that his government
employer also must answer for the violation. The local government was held responsible because it had
failed to provide training about AIDS or the need for confidentiality when dealing with HIV-infected
arrestees.74 This particular case involved a police officer, but the same legal principles will govern liability
for a failure to train detention officers. It combines a number of important AIDS-related legal issues,
including liability for inadequate training and confidentiality; therefore, the decision will be considered at
length.

Case Background. On March 25, 1987, John Doe and his wife, Jane, along with a friend, James Tarvis, were
driving in a pickup truck when they were stopped by Borough of Barrington police officers. John Doe was
arrested for unlawful possession of a hypodermic needle. He was detained, and the truck was impounded.
Doe advised the police officers to be careful in searching him, as he had tested positive for HIV and had
“weeping lesions” on his body.

Later the same day, Jane Doe and James Tarvis drove to the Doe residence in the neighboring Borough
of Runnemede. They left Tarvis’s car running in the driveway, and somehow it slipped into gear, rolling
backward and crashing into a neighbor’s fence. One of the neighbors was Rita DiAngelo, a local school
employee. While two Runnemede police officers were investigating the accident, an officer from the
Barrington Police Department, Detective Preen, arrived and talked with one of them, Officer Van Camp.
Preen told Van Camp that Jane Doe’s husband had been arrested earlier and that he had AIDS. Officer
Van Camp relayed this information to his partner, Officer Russell Smith.

After Jane Doe and Tatvis left the area, Smith told the DiAngelos that Doe’s husband “had AIDS and
that, to protect herself, Rita DiAngelo should wash with disinfectant.” Rita DiAngelo became upset, in part
because her daughter attended school with the four Doe children. DiAngelo contacted other parents with
children in the school; and in addition, she contacted the media. The next day 11 parents removed their
children from the school in a panic. Local newspapers and television stations covered the story, and at least
one report mentioned the Doe family by name.

Jane Doe and her children sued Smith and the Borough of Runnemede in federal court under 42 U.S.C.
{1983}, alleging that Smith violated their constitutional right to privacy when he told Rita DiAngelo that
John Doe had AIDS. They argued that the disclosure had caused them to suffer “harassment, discrimination,
and humiliation” and that they were “shunned by the community.” The Doe family is seeking an award of
money damages for its injuries.75

Constitutional Right to Privacy. The federal courts have struggled with whether there exists a constitutional
right to privacy, but the court in Borough of Barrington not only identifies a privacy right but casts substantial
light on its contours. It holds that the Fourteenth Amendment protects against unauthorized disclosure by
government officials of sensitive personal matters, including medical records and medical information. The
court declares that AIDS-related information is especially sensitive, and “the privacy interest in one’s
exposure to the AIDS virus is even greater than one’s privacy interest in ordinary medical records because
of the stigma that attaches with the disease.”76 This is consistent with the earlier discussion on the
confidentiality of medical information, which means that corrections officials have a constitutional duty to
avoid disclosing certain medical information, particularly the fact that a person is infected with HIV.77

Because revealing that a relative is HIV positive may cause the entire family to be ostracized, the court
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in Borough of Barrington also holds that “[t]he right to privacy extends to members of the AIDS patient’s
immediate family.”78 In other words, the right to privacy not only protects John Doe, but it also covers
Jane and the children. The court reached this conclusion after noting that the “hysteria surrounding AIDS
extends beyond those who have the disease. ”79 This is a highly significant step. It permits Doe and her
children to sue Officer Smith and the Borough of Runnemede for a violation of their own right to privacy,
not John Doe’s privacy. Each family member should recover for his or her own injuries, which multiplies
the amount of liability caused by Officer Smith’s single disclosure.

The right to privacy in medical information, like other constitutional protections, is not absolute. The
court noted that the information sometimes may be divulged, but only if the government’s need to reveal
it outweighs a person’s interest in keeping it private.8 0 In other words, Officer Smith needed a compelling
reason to justify telling Rita DiAngelo that John Doe was infected with HIV. According to Officer Smith,
the reason was to prevent transmission of the virus by advising DiAngelo to wash her hands with
disinfectant. The public’s need to avoid the spread of a deadly disease is compelling, and in the appropriate
case it might justify a disclosure. But telling DiAngelo about Doe’s medical condition was unrelated to that
goal. The medical evidence clearly showed that Doe could not transmit HIV to the DiAngelos through
casual contact. In the absence of a very good reason for turning a public spotlight on such sensitive
information, the court found that Officer Smith had violated Doe’s right to privacy.

This case is also significant because the court embraces current medical knowledge and rejects fear as
the basis for its decision. Officer Smith had argued that “infection through causal contact cannot be ruled
out” because “there are no conclusive facts about AIDS.”81 The court firmly rejected that argument. He
subjectively may have believed that Doe could infect Rita DiAngelo simply by touching her and he may have
thought that washing with disinfectant could stop this casual spread of HIV. Officer Smith’s personal beliefs,
no matter how strongly and sincerely held, did not justify his disclosure, because they had been disproved
by current medical research.82 The court declared that objective medical evidence is what matters in
evaluating the actions of public officers, and research had clearly established that HIV is not spread through
casual contact.83

Liability of officer Smith. The court ruled that Officer Smith was liable personally for revealing John Doe’s
medical condition to Rita DiAngelo. After finding that Jane Doe and her children had a right to keep that
highly personal information to themselves, which was the most difficult hurdle to clear in this case, the
court easily decided that Officer Smith had caused a violation of their privacy.

Qualified immunity is a valuable defense that sometimes shields public officers against personal liability.
It protects them if a constitutional right is not clearly established at the time of their alleged misconduct,
even if a court later finds that the right exists and interprets their action as a violation.84 In this case
qualified immunity might have shielded Officer Smith from liability, but for some reason the defense was
not asserted, and, as a result, it was not considered by the court.85

Officer Smith raised another defense, however, arguing that Doe had waived his right to privacy and
therefore could not complain about the disclosure. The argument was that a waiver occurred when Doe
voluntarily told several police officers that he had tested positive for HIV, and this happened before Officer
Smith talked to Rita DiAngelo. In rejecting this argument, the court found that Doe revealed his medical
condition only because he thought the police might need to protect themselves against the possible
transmission of HIV. The court noted that officers sometimes have more than casual contact with arrestees,
as when they conduct frisk searches.8 6 Doe divulged his medical condition to a few officers for their
protection, a limited purpose, and he never authorized them to tell anyone else. If officers pass along
confidential information that has been revealed for the public’s protection, it will discourage others from
disclosing sensitive information. For that reason, the court rejected Officer Smith’s argument that Doe
automatically waived his right to privacy by revealing his condition.

Liability of the Borough of Runnemede--Failure to Train. Jane Doe’s lawsuit alleged that the Borough of
Runnemede’s failure to train its employees about AIDS and the importance of confidentiality caused a
violation of her family’s right to privacy. This was a difficult claim to prove.

In the summer of 1989, in City of Canton v. Harris, 8 7 the U.S. Supreme Court narrowly limited the
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circumstances under which local governments may be held liable for failing to train their officers. It ruled
that a county is not responsible unless its training program is so bad that it reflects a deliberate and
complete lack of concern for the federal rights of others. Jane Doe had to identify a deficiency in
Runnemede’s training program and prove that it made a constitutional violation inevitable. In addition,
she had to show that the violation of her privacy was caused directly by the inadequate training. The court
found that she satisfied these stringent requirements and ordered Runnemede to pay because its AIDS
training was completely inadequate. In fact, it was nonexistent.

The court in Borough of Barrington reached the following conclusions before imposing liability against
the Borough of Runnemede: It was obvious, even in 1987, that Officer Smith and other police officers
would confront HIV-infected persons; they frequently came into contact with persons at high risk, such as
intravenous drug users. Therefore, Officer Smith needed information about the disease and its method of
transmission to protect himself when faced with blood or hypodermic needles. Given the hysteria and panic
surrounding AIDS, “[t]he failure to instruct officers to keep information about AIDS carriers confidential
was likely to result in disclosure and fan the flames of hysteria.”88 It was easy to anticipate the devastating
consequences if Officer Smith disclosed that a person was HIV positive or had AIDS.

In holding the local government liable for providing inadequate training, the court found that the police
chief “made a conscious decision not to train [his] officers about the disease.”89 He knew that they would
confront HIV-infected persons, and he was aware that other police chiefs had taken precautions to protect
their officers.90 If Officer Smith had received even the most basic training about AIDS, he would have
known that John and Jane Doe presented no risk to the DiAngelos; and presumably he would not have
divulged Doe’s medical condition. The chiefs failure to provide training revealed an attitude of complete
indifference to the federally protected rights of HIV-infected persons, and Runnemede is liable for the tragic
violation of privacy inevitably caused by its policy.

Case Summary. The U.S. Constitution includes a right to privacy that requires corrections officers to avoid
unnecessary disclosure of highly sensitive information about a person. This privacy right especially covers
AIDS-related information, and it even protects an infected person’s immediate family. The right to privacy
is not absolute, but public officers must have a compelling reason for revealing that a person is infected.
This valuable right to privacy is not surrendered or waived just because a person tells an officer about his
or her medical condition.

HIV is not transmitted through casual contact, and there is no medical reason to tell everyone that a
particular person is infected. Federal courts will base their decisions about AIDS-related practices and
policies on the most recent medical evidence, not on the unreasonable fears of prison and jail officers.

It is virtually certain that detention officers will come into contact with HIV-infected persons. Those
who receive absolutely no training will make decisions based on ignorance and fear; and sooner or later, they
will violate a person’s right to privacy by disclosing to others that he or she is infected. A department that
does not train its officers on how HIV is transmitted and on the need for confidentiality will be held civilly
liable for those inevitable violations of privacy.

Case Conclusions. The decision in Borough of Barrington represents only the opinion of one federal court,
and courts in other jurisdictions may disagree with some of its conclusions.91 The basic lessons from this
and other decisions, however, are likely to be accepted by most courts. Corrections administrators must
provide AIDS training for their detention officers, emphasizing the need for confidentiality. In addition,
each department should have written policies and procedures that cover the many medical, legal, and
administrative issues associated with AIDS since it is likely today that officers will encounter HIV-infected
persons. Failure to provide at least minimal training will ultimately lead to a violation of a person’s federal
right to privacy or some other protection, like an inmate’s right to necessary medical care.92 In such an
event--particularly if the administrator has completely ignored AIDS training--it is highly likely that the
administrator and the local government will face liability.



NOTES

1. For information on other legal issues, consult Takas and Hammett. “Legal Issues Affecting Offenders
and Staff.” AIDS Bulletin. National Institute of Justice, May 1989.

2. This section is not intended as legal advice; officials should consult local counsel when addressing a
specific question about AIDS and the law. The correct answer will depend on the facts of the particular
situation.

3. In Hudson v. Palmer, 468 U.S. 517 (1984), the U.S. Supreme Court ruled that inmates have no legitimate
expectation of privacy in their prison cells; therefore, the Fourth Amendment does not protect them there
against even unreasonable searches. On the other hand, the lower federal courts subsequently have decided
that inmates retain at least a limited right to privacy in their bodies. Dunn v. White, 880 F.2d 1188 (10th
Cir. 1989).

4. Schmerber v. California, 384 U.S. 757 (1966)(taking a blood sample from a defendant after an auto
accident to determine alcohol content). In one of its recent decisions on drug testing in the workplace, the
U.S. Supreme Court stated that “this physical intrusion, penetrating beneath the skin, infringes an
expectation of privacy that society is prepared to recognize as reasonable.” Skinner v. Railway Labor
Executives’ Association, U . S .  - , 109 S.Ct. 1402, 1412, 103 L.Ed.2d 639 (1989). (At the time of this
book’s publication, this case had not yet appeared in the Supreme Court Report.)

5. Turner v. Safley, 482 U.S. 78 (1987).

6. Dunn v. White, 880 F.2d 1188 (10th Cir. 1989).

7. Id. at 1195.

8. Id. at 1196.

9. Id. at 1194. This approach is borrowed from recent court decisions holding that certain public jobs
involve “special needs” that justify employee drug-testing. Skinner v. Railway Labor Executives’ Association,
-  U . S .  - , 109 S.Ct. 1402, 103 L.Ed.2d 639 (1989); National Treasury Employees Union v. Von Raab,
-  U . S .  - ) 109 S.Ct. 1384, 103 L.Ed.2d 685 (1989). (At the time of this book’s publication, this case
had not yet appeared in the Supreme Court Report.)

10. 727 F. Supp. 1564 (M.D. Ala. 1990).

11. Id. at 1571.

12. For a discussion of the significant barriers to liability, see the section in this chapter on Failure to
Protect Inmates from Assaults.

13. Id. at 1575.

14. Id. at 1572. A related justification for segregation was that healthy inmates might protect themselves
against infection by hurting HIV-infected inmates.

15. Turner v. Safley, 482 U.S. 78 (1987).

16. Harris v. Thigpen, 727 F. Supp. 1564, 1567 (M.D. Ala. 1990)(emphasis added).

17. The privacy interest might have been considered as more than the physical penetration of an inmate’s
skin by a needle to draw a blood sample. That interest is treated essentially as nonintrusive and
commonplace. Dunn v. White, 880 F.2d 1188, 1197 (10th Cir. 1989). For example, it is possible to view
it as the substantial interest in protecting sensitive medical information that might be revealed by an HIV
test. If the privacy interest had been characterized in that way, the court might have required prison officials
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to produce a greater justification for the testing. In these cases, however, the courts took a narrow view
of the privacy interest at stake.

18. Feigley v. Fulcomer, 720 F. Supp. 475 (M.D. Pa. 1989).

19. Id. at 479.

20. It is possible that reliance on HIV testing will create a false sense of security. For example, detention
officers might take fewer precautions with inmates who test negative on the assumption that they pose no
health risk, even though the inmates still could be infected with HIV and transmit the virus to others.

21. 845 F.2d 175 (8th Cir. 1988).

22. Id. at 177.

23. Hewitt v. Helms, 459 U.S. 460 (1983).

24. Muhammad v. Carlson, 845 F.2d 175, 178 (8th Cir. 1988).

25. Hewitt v. Helms, 459 U.S. 460 (1983).

26. 845 F.2d at 178.

27. Another case illustrates the potential impact of regulations and how carefully a court will interpret their
language. In a lawsuit against North Carolina’s Department of Correction, an inmate alleged that the
prison’s policy on AIDS required his transfer to a special medical unit. This is a different twist on the
argument raised in Muhammad v. Carlson, where the inmate argued that a policy prevented his transfer.
Applying the due process principles discussed in Muhammad, the court recognized that mandatory language
in the prison housing policy created certain rights for inmates suspected of having AIDS. The inmate in
question had tested positive for HIV, but he had not been diagnosed as having AIDS. The court ruled
against the inmate by narrowly restricting the policy, and therefore any due process protections it may have
created, to inmates diagnosed as having AIDS. Tatum v. Daniea, No. 87-733-CRT (E.D.N.C. Sept. 28, 1988).
The lesson is that corrections officials should carefully identify the inmates covered by a policy, and the
policy should indicate which inmates, if any, require special housing. These choices are extremely important,
as the courts ultimately may require officials to comply with mandatory provisions in a housing policy.

28. 669 F. Supp. 741, 743 (D. Md. 1987). The inmate in Judd argued that he was treated differently
because he was handicapped, and that his unequal treatment on that basis violated the Equal Protection
Clause. In rejecting his claim, the court pointed out that isolation for public health reasons was justifiable;
and it hinted that separate housing could also be ordered for administrative and security reasons. The
court’s decision in this case, like several other early decisions, seems influenced by how little was known
about AIDS. For instance, the court emphasized that “[m]uch is still unknown about AIDS, but any
serious-minded individual can readily appreciate its potential for causing a plague of (or beyond) Biblical
proportions.” 669 F. Supp at 743.

29. Although it is unclear whether its judgment about the segregation of HIV-infected inmates is based on
equal protection grounds, the recent decision in Harris v. Thigpen relied heavily on safety and security
grounds in upholding the policy by the Alabama Department of Corrections. In reaching its conclusion that
the isolation was reasonable, the court emphasized the importance of protecting “the safety of other inmates
and custodian officers and the security of the institution from spread of the disease. . . . ” Id. at 1574.

30. Cordero v. Coughlin, 607 F. Supp. 9, 10 (S.D.N.Y. 1984). The court in Cordero put forward a slightly
different analysis of the inmates’ equal protection claim. It found that the Equal Protection Clause protects
inmates who are not treated the same as other inmates, but only if the two groups of inmates are similarly
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situated. Thus, it is reasonable to treat HIV-infected inmates and other inmates differently because there
are significant differences between them. The court denied the inmate’s claim. In Powell v. Department
of Corrections, 647 F. Supp. 968 (N.D. Okla. 1986), the court used the same analysis, except it added that
even the treatment of similarly situated inmates cannot be arbitrary. No matter which equal protection
analysis is used, a federal court apparently will let corrections officials treat HIV-infected inmates differently
if they have a good reason that promotes medical treatment or inmate safety.

31. 647 F. Supp. 968 (N.D. Okla. 1986).

32. Id. at 970.

33. In Cordero v. Coughlin, 607 F. Supp. 9 (S.D.N.Y. 1984), a group of HIV-infected inmates alleged that
they had been denied social, recreational and rehabilitative opportunities during their isolation from the
general population. The court rejected the claim, stating that “in a case such as this, defendants cannot be
compelled to provide plaintiffs with the identical privileges available to the other inmates.” Id. at 11
(emphasis added). The court’s language suggests that a complete denial of privileges for isolated inmates
might violate their federal rights.

34. 727 F. Supp. 1564 (M.D. Ala. 1990).

35. Id. at 1578.

36. The prison policy allowed HIV-infected inmates to use the law library from 9:00 p.m. until 12:00 a.m.,
on Monday, Wednesday and Friday.

37. The inmates in this lawsuit also claimed that they were denied access to other programs and activities,
including educational opportunities, vocational training, employment, religious services, and recreation. It
is difficult to tell from the court’s decision whether the inmates were completely denied the chance to
participate in all of those activities. For example, the court noted in its opinion that the HIV-infected
inmates were seeking “full and equal rights” with the other inmates. It is possible that those inmates were
allowed to participate in some of the programs and their involvement simply fell short of “full and equal.”

38. The court’s reasoning in places is difficult to follow. In reaching its decision, the court seemed
influenced by one decision that had relied on security and health concerns, along with another that had
treated the opportunity to participate in community programs as a privilege rather than a right. The court
also rejected an argument that the overall treatment of HIV-infected inmates, apparently even including
denial of access to community programs, was handicap discrimination in violation of Section 504 of the
Rehabilitation Act of 1973. The court concluded that HIV-infected inmates pose a significant risk of
transmitting the disease even if prison officials make reasonable adjustment, and therefore they are not
protected by the federal law. This conclusion was reached without specifically discussing how Section 504
applied to inmates working in the community, which is confusing since it has been used to protect the rights
of HIV-infected employees in the workplace. See Doe v. Coughlin, 518 N.E.2d 536 (N.Y. App.
1987)(inmates with AIDS are not otherwise qualified to participate in a conjugal visitation program, and
therefore excluding them does not violate Section 504).

39. Doe v. Coughlin, 518 N.E.2d 536 (N.Y. App. 1987).

40. The court upheld the prohibition even after the inmate agreed to completely eliminate the risk of
transmission during the visits, either through safe sexual practices or by not engaging in sexual relations.
Still, the ban was considered reasonable because “the possibility remains” that a conjugal visit might spread
the disease. In fact, the risk was not limited to the inmate’s wife. For instance, she might “become pregnant
and transmit the disease to her child or . . . she may become single in the future, either by divorce or
widowhood. . . .” 518 N.E.2d at 542.

41. Lopez v. Coughlin, 529 N.Y.S.2d 247 (Sup. 1988).
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42. There is no way to know whether the court would have reached a different conclusion if another
justification for the policy had been put forward. For example, what if officials had claimed that the reason
for denying a furlough was to prevent the possible spread of a communicable disease? It is more likely that
the policy would have been upheld, although the answer is not clear. In giving specific medical reasons for
the denial, however, prison officials made it possible for the inmate to challenge those reasons and convince
the court that they were inaccurate.

43. Smith v. Meachum, No. H-87-221 (D. Conn. Aug. 8, 1989). The consent judgment in the lawsuit also
provided that “[i]nmates shall not be segregated from the general population solely due to being HIV
seropositive or the status of their HIV infection.” Id. at 7.

44. Jarrett v. Faulkner, 662 F. Supp. 928 (S.D. Ind. 1987). In an even more recent decision, Harris v.
Thigpen, 727 F. Supp. 1564 (M.D. Ala. 1990), the court refused to recognize that prison officials have a
constitutional duty to segregate seropositive inmates from the general population. Instead, it recognized “the
considerable deference due the decisions of prison officials in regulating prison order and security. . . . ”
727 F. Supp. at 1579. See abo Glick v. Henderson, 855 F.2d 536 (8th Cir. 1988); Feigley v. Fulcomer, 720
F. Supp. 475 (M.D. Pa. 1989); LaRocca v. Dalsheim, 120 Misc.2d 697, 467 N.Y.S.2d 302 (N.Y.Sup. 1983);
Hays v. Idaho Department of Corrections, No. HC-2799 (D. Iowa Sept. 27, 1989).

45. 689 F. Supp. 874 (W.D. Wis. 1988).

46. Id. at 876. The court observed that “it is difficult to argue that information about this disease is not
information of the most personal kind, or that an individual would not have an interest in protecting against
the dissemination of such information.” Id.

47. Id.

48. Id. at 877.

49. In Doe v. Borough of Barrington, 729 F. Supp. 376 (D.N.J. 1990), for example, a federal court in another
context recognized that “an arrestee’s disclosure to police that he or she has AIDS is preferable to
nondisclosure.” Id. at 387. It approved the disclosure so that “[p]olice can take whatever precautions are
necessary to prevent transmission of the disease.” Id. And in Department of Correction v. Delaware Public
Employees Council 82, No. 8462 (Del. Ct. of Chancery Jan. 7, 1987), a state court upheld a labor arbitrator’s
interpretation of a collective bargaining agreement which required the Department of Correction to notify
the union whenever an inmate has a communicable disease. The reason for the provision was to provide
for the safety of corrections officers covered by the agreement. Of course, a problem with this argument
is that the HIV test cannot identify all of the inmates who are seropositive.

50. 680 F. Supp. 112 (S.D.N.Y. 1988).

51. Id. at 113.

52. Id. at 115.

53. In fact, the court stated that “failure to issue a warning to prison officials to avoid contact with the body
fluids of an AIDS carrier might itself be deemed a failure to perform official duties.” Id,

54. 697 F. Supp. 1234 (N.D.N.Y. 1988). Cost reduction was offered as another reason for the transfers,
because the special dormitory is located near a medical center used for the treatment of infected inmates,
and therefore it would reduce transportation expenses.

55. Id. at 1237, n. 5.

56. Id.

57. In deciding that HIV-infected inmates have a limited right to privacy that protects against the disclosure
of their condition, the court stressed that “there are few matters of a more personal nature, and there are
few decisions over which a person could have a greater desire to exercise control, than the manner in which
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he reveals that diagnosis to others.” Id. at 1237. The court also emphasized the history of discrimination
caused by “[i]gnorance and prejudice concerning the disease. . . . ” Id. at 1238.

58. The specific justifications put forward for the policy were critical to the court’s decision. There was “no
suggestion that [the] prisoners are being segregated in order to protect others from infection with the virus.”
Id. at 1240. In addition, there was only an “incidental security rationale” for the transfer policy, and the
court did not find it persuasive. Id. The main reason for the policy was improved treatment for
HIV-infected inmates, and the court ultimately indicated that the inmates themselves should decide whether
better treatment was more important than maintaining their privacy. The outcome might have been different
if prison officials had put forward legitimate safety and security justifications for the policy.

59. Id. at 1241.

60. The inmate sought a temporary order to stop the transfers until the court could fully evaluate the case
and reach a final decision on the merits. In granting the order, the court decided that the inmate was likely
to prevail on the merits of the underlying controversy.

61. In the recent case of Harris v. Thigpen, 727 F. Supp. 1564 (M.D. Ala. 1990), for example, the court
declared that it knew of “no case holding that any AIDS-related patient has any constitutional right to
confidentiality of his condition.” Id. at 1570, n. 2. This comment fails to mention the decisions on
confidentiality discussed in this section, and it is a difficult oversight to understand. On the other hand, it
offers further evidence that this area of the law is unsettled.

62. The court noted that HIV-infected inmates have failed in their attacks against segregated housing. It
then speculated that “[p]erhaps chastened by the uniform failure of these attacks, [the inmate] has chosen
the less travelled path marked by the uncertain borders of the constitutionally protected right to privacy.”
697 F. Supp. at 1236. This same confidentiality-based argument against isolation has been made by
seropositive inmates in at least two other lawsuits. See Does l-6 v. California Department of Corrections,
No. SACV 89-598 (C.D. Calif. Aug. 29, 1989); Smith v. Meachum, No. H-87-221 (D. Conn. Aug. 31, 1989).

63. Penn v. Oliver, 351 F. Supp. 1292 (E.D. Va. 1972).

64. Stokes v. Delcambre, 710 F.2d 1120 (5th Cir. 1983); Woodhaus v. Virginia, 487 F.2d 889 (4th Cir. 1973).

65. Withers v. Levine, 615 F.2d 158 (4th Cir. 1980).

66. Cameron v. Metcuz, 705 F. Supp. 454 (N.D. Ind. 1989).

67. One week earlier, Stroud and another inmate had been arguing near Cameron’s bunk. The noise
bothered Cameron and he asked them to take their argument somewhere else.

68. 705 F. Supp. at 456.

69. Id. at 456.

70. This is true even though the court recognized that the lawsuit was “on the cutting edge in regard to
working out the parameters of deliberate indifference in the context of the Acquired Immune Deficiency
Syndrome, commonly known as AIDS, in the prison setting.” Id. at 459.

71. The court dismissed the inmate’s lawsuit without prejudice, which means that he may supplement his
initial allegations and file the lawsuit again. The inmate apparently has already refiled the lawsuit (Takas
and Hammett, 1989).

72. The transmission of the deadly virus will be an element of damages in a successful lawsuit, although
the legal standard of deliberate indifference offers substantial protection against liability. Fear of increased
liability following a successful lawsuit, even though it is unlikely, is responsible for many of the policies that
isolate HIV-infected inmates from the general inmate population.

73. 729 F. Supp. 376 (D.N.J. 1990).
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74. This case was decided on the basis of written materials filed with the court before trial, including
deposition testimony and legal arguments. After finding that there was no disagreement about what had
happened, the judge imposed liability without submitting the case to a jury. The judge entered judgment
against the officer and the government because he decided that application of the relevant law to the facts
required a finding of liability. If the decision withstands review on appeal, a jury will decide how much
money is owed as damages.

75. John Doe died six months after Officer Smith revealed his condition to Rita DiAngelo. The lawsuit
also named the Borough of Barrington and Rita DiAngelo as defendants. The pretrial motions that led to
this decision did not involve those defendants, and for that reason, the court did not address their liability.
The lawsuit is still pending against them.

76. 729 F. Supp. 376, 384 (D.N.J. 1990).

77. Other federal courts have recognized a constitutional right to privacy that protects against the disclosure
of medical information about AIDS. In Woods v. White, 689 F. Supp. 874 (W.D. Wis. 1988), for example,
a federal court held that prison medical personnel violated an inmate’s right to privacy by telling
non-medical staff and other inmates that he had tested positive for HIV. See Doe v. Coughlin, 697 F. Supp.
1234 (N.D.N.Y. 1988)(right to privacy protects inmates against non-consensual disclosure that they have
tested HIV positive). One decision swims against this mild current, however, apparently finding that inmates
have no constitutionally protected right to privacy in this information. Harris v. Thigpen, 727 F. Supp. 1564
(M.D. Ala. 1990).

78. 729 F. Supp. 376, 385 (D.N.J. 1990).

79. Id. at 384.

80. Most states have enacted laws that address the confidentiality of information about HIV and AIDS, and
many of them are extremely restrictive. Policymakers should review their own state laws for guidance on
when, if ever, they may disclose that an inmate or arrestee is HIV-infected.

81. Id. at 381.

82. In another context, a leading federal court decision concluded that the risk of a person’s contracting
HIV, even if scratched or bitten by persons who are infected, is “minuscule, trivial, extremely low,
extraordinarily low, theoretical, and approaches zero.” Glover v. Eastern Nebraska Community Office of
Retardation, 867 F.2d 461, 464 (8th Cir. 1989).

83. The court emphasized that it “must take medical science as it finds it; its decision may not be based
on speculation of what the state of medical science may be in the future.” 729 F. Supp. at 381. This
approach is consistent with the one taken by federal courts in other contexts. For example, one federal
court of appeals declared that a trial court, in evaluating a personnel decision about an HIV-infected public
employee, erred when it “rejected the overwhelming consensus of medical opinion and improperly relied on
speculation for which there was no credible evidence. . . . ” Chalk v. United States District Court, 840 F.2d
701, 708 (9th Cir. 1988).

84. Anderson v. Creighton, 483 U.S. 635 (1987); Harlow v. Fitzgerald, 457 U.S. 800 (1982).

85. It might have been possible for Officer Smith to argue successfully that at the time he talked to Rita
DiAngelo, in 1987, the courts had not clearly recognized a federal right to privacy in sensitive medical
information. In Woods v. White, 689 F. Supp. 874 (W.D. Wis. 1988) however, the court suggested that the
right to protect medical information against unwarranted disclosure had been recognized before 1986. That
finding was not essential to the decision in Woods, as the court ultimately resolved the immunity issue by
adopting an unusual approach. It held that qualified immunity did not protect medical personnel for the
“[c]asual, unjustified dissemination of confidential medical information to non-medical staff and other
prisoners,” even if the exact contours of the right to privacy were not clear; because the disclosure fell far
outside of their responsibilities. In this case, Officer Smith might have received qualified immunity by
focusing narrowly on the federal right allegedly violated. Even if court decisions in 1987 had clearly
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identified a right to privacy that protected a person infected with HIV, for example, it probably was not clear
that the right also protected the person’s immediate family. The availability of qualified immunity as a
defense depends on whether the asserted federal right was clearly established in the context of an officer’s
specific conduct. Anderson v. Creighton, 483 U.S. 635 (1987). In this case, again, the defense was not
raised.

86. The court stated that disclosure should be encouraged because officers “may come into contact with
hypodermic needles” while frisking an arrestee. It is likely that officers will be extremely careful in carrying
out their duties if a person discloses that he or she is HIV infected. In promoting safety for officers,
however, the court fails to mention an important point. Officers should use safety precautions in dealing
with all arrestees, not just those who reveal that they are HIV-infected.

87. 109 s. ct. 1197 (1989).

88. 729 F. Supp. 376, 389 (D.N.J. 1990).

89. Id.

90. According to the court, the police chief “should have known that officers untrained as to the medical
facts about AIDS would act out of panic, ignorance, and fear when confronted with a person having or
suspected of having AIDS, and that such a confrontation was likely to occur.” 729 F. Supp. at 389.

91. For instance, it is possible that other courts will decide that the federal right to privacy does not protect
the immediate family of HIV-infected persons. There may be other differences. In fact, this decision may
not be upheld on appeal. The basic legal principles that it announces are consistent with other court
decisions involving AIDS-related issues, though, and it seems likely that those principles will survive in this
and other cases.

92. Inmates and detainees have a constitutional right to receive adequate care for their serious medical
problems. Estelle v. Gamble, 429 U.S. 97 (1976). Federal courts are beginning to decide what this legal
obligation means in the context of AIDS. In the recent decision of Hawley v. Evans, 716 F. Supp. 601 (N.D.
Ga. 1989), for example, a federal court ruled that treatment of HIV-infected inmates with the drug AZT
satisfies the constitutional duty to provide care if it conforms to currently acceptable medical practice. See
Harris v. Thigpen, 727 F. Supp. 1564 (M.D. Ala. 1990). In another decision, the court ruled that prison
medical personnel might be held liable for their failure to diagnose and treat an inmate who died of AIDS.
Maynard v. New Jersey, 719 F. Supp. 292 (D.N.J. 1989).
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CHAPTER V

INFECTIOUS DISEASE CONTROL PROCEDURES

Infectious disease control procedures should be based on the principle that all blood, regardless of an
individual’s known health status, must be considered potentially infectious. Such a policy takes into account
not only possible exposure to HIV but also to hepatitis B (HBV). Both of these bloodborne viruses present
very real occupational risks to law enforcement and correctional officers, who may be exposed to blood as
a result of violent confrontations with infected persons, accidental inoculation with contaminated hypodermic
needles or weapons, or homicide/suicide investigations.

CDC has developed specific guidelines for reducing the risk of acquiring HIV and HBV for forensic
laboratory workers, law enforcement and correctional officers, and persons performing autopsies and handling
deceased persons. All these guidelines rely on the principles of universal blood and body fluid precautions
(CDC, 1982, 1986, 1987, 1988, 1989).

UNIVERSAL PRECAUTIONS

Universal precautions, as established by CDC1 provide the framework for an effective infection control
policy. These precautions are not only comprehensive but also recognize that infectious disease control
policies should be occupationally-specific. For example, criminal justice personnel who work in forensic
laboratories or who conduct autopsies should take additional precautions that may not be necessary for
personnel who do not routinely come in contact with contaminated blood.

Universal precautions also recognize that cardiopulmonary resuscitation (CPR) is not a method of
HIV transmission but may be a mode of transmission of other infectious diseases. Thus, the precautions
recommend that CPR masks with one-way valves be made available to all criminal justice personnel who
may engage in emergency response.

Universal precautions, which apply to blood and other body fluids containing visible blood, semen,
and vaginal secretions, are summarized as follows:

Gloves should be worn for touching blood and body fluids and should be changed after each
contact. Whenever practical, masks and protective eyewear, gowns, or aprons should be worn
during procedures that generate splashes of blood or other body fluids;

Hands and skin surfaces should be washed immediately and thoroughly if contaminated with blood
or other body fluids.  Hands should be washed immediately after gloves are removed.
Contaminated surfaces may be effectively cleaned with a dilution of 1:100 bleach to water;

Workers should take precautions to prevent injuries caused by needles and other sharp
instruments. Needles should not be recapped, bent or broken by hand. After use needles should
be disposed of in puncture-resistant containers;

Although saliva has not been implicated in HIV transmission, mouthpieces or other ventilation
devices should be available for use in resuscitation, in response to workers’ concerns;

Workers who have open sores or weeping dermatitis should refrain from direct contact with blood
or body fluids until the condition is resolved. Cuts should be covered with adhesive bandages that
repel liquids;

1 For a detailed discussion of universal precautions, see: CDC, MMWR, Vol. 36, No. 2S, 1987.
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ll Pregnant workers are not known to be at greater risk of contracting HIV infection than workers
who are not pregnant; however, if HIV infection develops during pregnancy, the infant is at risk
of infection. Thus, pregnant workers should be especially familiar with and adhere to precautions.

While universal precautions do not apply to feces, nasal secretions, sputum, sweat, tears, urine, and
vomitus which do not contain visible blood, good hygiene dictates that officers use proper equipment
whenever they place their hands into any body fluid.

ELEMENTS OF AN INFECTIOUS DISEASE CONTROL POLICY

Infection control policies should encompass the following elements:

Purpose of the policy. The purposes of any infection control policy are to inform employees of
the appropriate precautions to prevent disease transmission within the workplace and to describe
the procedures for reporting infectious disease exposure within the workplace;

Definitions of terms. This section should operationally define terms referred to in the policy.
These terms should minimally include: “infectious disease,” which may be defined according to
statutory guidelines; “pocket mask,” “gloves,” “body fluids,” and “exposure”;

Policy Statement. This should be a statement of the agency’s commitment to preventing infectious
disease exposure, including a commitment to provide necessary equipment and relevant
training/education. The policy should state the agency’s adherence to federal, state and local laws
addressing infectious diseases;

Procedures This section should specify the procedures to be used in the handling, clean-up and
disposal of blood, body fluids, and contaminated materials. It should, in detail, describe the
conduct of duties that will reduce the risks of exposure to infectious diseases; identify the
protective equipment to be provided to employees; and delineate the process for reporting
occupational exposure of an infectious disease.

Infection control policies may also include a discussion of the confidentiality of employee and inmate
medical records and the requirement that correctional officers provide emergency medical care and CPR.
These provisions may also be incorporated into other agency policies which address privacy and
confidentiality of medical records or detail specific job descriptions/responsibilities of employees. (For a
sample comprehensive infectious disease control policy, see Appendix B.)

Some agencies have provided support services for employees who have experienced an incident of
occupational exposure to infectious diseases. Recognizing that pre- and post-test counseling is a critical
component of any such support services, departments may wish to use existing psychological services to
provide pre- and post-test counseling and followup services to employees and their families. Figure 5.1 is
a checklist of procedures developed by the Prince George’s County (MD) Police Department.

Prevention and Control of Tuberculosis in Correctional Institutions

Tuberculosis (TB) remains a problem in correctional institutions, where the environment is often conducive
to airborne transmission of infection. In a survey of TB cases reported during 1984-1985 by 29 state health
departments, the incidence of TB among inmates in correctional facilities was more than three times higher
than that for nonincarcerated adults aged 15-64 years (CDC, unpublished data). The incidence of TB has
increased dramatically in correctional institutions since 1985, especially in large facilities. HIV infection
among prisoners heightens the need for TB control among inmates (Hammett, 1989; CDC, 1989). Therefore,
CDC has issued guidelines for the prevention and control of TB in correctional institutions, including
recommended procedures for assessment, diagnosis, isolation, treatment and preventative therapy (see
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Appendix A). State and local correctional facilities should be familiar with and implement these CDC
guidelines.

Vaccination for Hepatitis B

While most law enforcement and correctional agencies do not require that all employees be vaccinated for
HBV, administrators may wish to consider such a requirement for employees who are in daily contact with
large quantities of blood or body fluids.

A safe and effective vaccine to prevent hepatitis B has been available since 1982. Available vaccines
stimulate active immunity against HBV infection and provide over 90 percent protection for seven or more
years following vaccination. HBV vaccines are also 70-88 percent effective when given one week after HBV
exposure. HBV immune globulin (HBIG) provides temporary protection following exposure to HBV,
however, a combination treatment with HBV vaccine and HBIG is over 90 percent effective in preventing
infection following an exposure (CDC, NIOSH, 1989).

Figure 5.1

CHECKLIST OF PROCEDURES FOR OFFICERS WHO SUSTAIN

ACCIDENTAL EXPOSURE TO INFECTIOUS DISEASES

1. An officer should report an exposure incident to his or her first line supervisor. The supervisor will
determine the significance of the exposure and when necessary will contact the Psychological Services Unit
for assistance.

2. In the event that the exposure appears significant, the officer will complete a report of injury and
make an appointment at Psychological Services for pre-test counseling.

3. The officer should be scheduled for pre-test counseling within one working day unless he or she
prefers to be scheduled later.

4. Pre-test counseling addresses the significance of the exposure and the need for the required series
of blood tests to determine the presence of HIV antibodies.

5. The test series includes a baseline test within two weeks after exposure and follow-up testing at
three month intervals for one year.

6. All blood test results will be hand carried to Psychological Services, and the officer will be contacted
for a post-test counseling appointment to discuss the results. No test results will be given over the
telephone.

7. All blood test results are to be kept in a separate confidential file at Psychological Services for at
least one year. Results are recorded on the Infectious Disease Exposure Notification Form, which may be
accessed by the officer should the need arise.

8. This protocol does not limit the officer from seeking additional medical advice or treatment from
a private physician or other medical services.

9. This protocol may be amended in response to medical research and/or legal requirements.
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SECTION TWO

GUIDELINES FOR CRIMINAL JUSTICE

AND MEDICAL PERSONNEL





GUIDELINES FOR RESPONDING AND ARRESTING OFFICERS

Sheriffs and deputies often have both law enforcement and correctional functions. This chapter discusses
issues confronting all criminal justice professionals who are responsible for initial response and arrest
activities involving persons suspected of or diagnosed with HIV disease. Officers in many jurisdictions have
often been apprehensive about contracting HIV disease from such persons, particularly:

ll From suspects or arrestees who bite or spit;

ll While searching, handcuffing, or transporting arrestees;

ll When responding to violent incidents or disturbances;

ll During crime scene investigations involving exposed blood or other body fluids;

ll While performing CPR or other first aid.

GUIDELINES FOR RESPONDING AND ARRESTING OFFICERS

To perform their duties effectively and without fear, it is critical for responding and arresting officers to
understand that HIV infection may be transmitted only through blood and blood products, semen, vaginal
secretions, and body fluids containing visible blood.

Thus, officers are not at risk unless any of these fluids from a person infected with the virus directly
enters their blood means. Officers are not at risk during any type of casual contact, such as occurs during
routine searches, field interrogations and investigations, patdowns, handcuffing, or transporting of infected
persons. Therefore, even in cases of skin contact with an infected person’s perspiration, urine, nasal
secretions, saliva, vomitus, sputum, tears, or clothing, an officer need not fear HIV transmission. Further,
extensive research has demonstrated that bites by infected persons have not transmitted HIV disease (Lifson,
1988).

In the Introduction to this book, the following three questions were posed: 1) What should officers do if
they know a suspect is infected with HIV? 2) What actions are appropriate with infected persons,
particularly with regard to searches and CPR? 3) What procedures should be followed when transporting
a person who may be infected with HIV?

All policies and procedures addressing the above as well as the myriad of other questions confronting
responding and arresting officers should be based on the universal precautions established by CDC, discussed
in Chapter V. Essentially, these precautions state that all blood and other body fluids containing visible
blood and all semen and vaginal secretions should be treated as if they are infected. Thus, all officers should
use strict precautions to avoid any exchange of these body fluids with any person, regardless of the person’s
apparent risk for HIV infection.

For responding and arresting officers, universal precautions to avoid transmission of HIV must be
utilized:

ll During searches and patdowns of all persons;

l While performing CPR and other emergency medical treatment on all persons;
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ll While responding to violent incidents or disturbances;

l While transporting all persons;

l When responding to all crime scenes where blood or other body fluids are exposed;

l While cleaning up blood or other body fluid spills or while disposing of or cleaning contaminated
materials or equipment.

Searches and Patdowns. Since HIV is not contracted through contact with skin or clothing, responding
officers should not hesitate to search thoroughly and to handcuff all arrestees according to established
departmental procedures. Searches are an extremely important component of all arrest proceedings,
regardless of a suspect’s health status. By understanding how HIV is and is not transmitted, officers will
be able to fulfill their responsibilities during arrest proceedings without fear of infection. All officers
should adhere to the following guidelines when performing patdowns and searches:

Ensure that all breaks in their own skin (e.g., scratches, sores, cuts, rashes) are covered at all times
with a clean, dry bandage;

Wear disposable gloves when anticipating the handling of persons, equipment, or materials
contaminated with blood, semen, vaginal secretions, other body fluids containing visible blood, or
fluids that cannot be identified in emergency circumstances;

-- No one type of glove is appropriate for all situations; use judgment concerning whether to
use latex gloves that protect against fluids or heavier gloves that offer more protection against
sharp objects, while still allowing dexterity and efficiency. In some instances, a combination
of gloves that offers protection against both fluids and sharp objects may be recommended;

-- Change gloves if they become tom or soiled;

-- While wearing gloves, avoid touching your face; eyes; other skin areas; or personal items, such
as a comb or pen;

-- Change gloves between the handling of different people; e.g., when finishing with one accident
victim, before touching another;

-- Before leaving the scene, always remove gloves in such a manner that prevents contamination
of other surfaces by blood or other fluids on gloves (NIOSH, 1989);

Take strict precautions to avoid punctures or scratches and cuts from needles, razors or other
sharp instruments that may be contaminated with blood; place any such objects in puncture-
resistant containers;

Avoid blindly reaching into suspects’ pockets or into car seats, under mattresses, clothing, and
other hidden areas; conduct visual checks first, where possible (always carry a flashlight, even
during daylight shifts, to search hidden areas); and have the suspect empty his or her own pockets;

If searching a purse, carefully empty contents by turning it upside down over a flat surface;

Wash hands thoroughly with soap and warm water following every search (if gloves are used,
wash after removing gloves); when hand-washing facilities are not available, use a waterless
antiseptic hand cleanser;
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ll Wash with warm water and soap any intact skin that comes into contact with a person’s blood or
other body fluids.

l Adhere strictly to established departmental procedures following an incident of possible
transmission if non-intact skin (i.e., needlestick injuries, open sores, scratches, cuts, rashes, etc.)
or mucous membranes (eyes, mouth, etc.) are exposed to the injured person’s blood or semen.
(See related discussion at the end of this chapter; for sample policies and procedures, see Figure
5.1 and Appendix B.)

Performing CPR and Other Emergency Medical Assistance. It is the responding and arresting officer’s
obligation under both law and oath of office to perform emergency medical care, including CPR, for anyone
in need, regardless of that person’s health status. An officer’s refusal to give CPR to such a person can
result in civil liability, criminal prosecution, or dismissal with cause.

While extensive research has demonstrated that HIV disease is not known to be transmitted through
saliva, a number of airborne viruses and bacteria are present in saliva. Therefore, it is recommended that
pocket masks with one-way valves be carried by or easily accessible to all officers and used during CPR on
all persons. Officers should be trained in the use of these devices, which reduce the risk of transmitting all
infectious diseases as well as the fear often associated with performing CPR.

In addition to protecting officers against diseases, pocket masks are also beneficial to inmates who
require CPR--particularly those with HIV disease. Since persons with this disease have greatly suppressed
immune systems, even viruses and bacteria that cause the common cold can be life-threatening to them.

In spite of efforts to ensure that pocket masks or other resuscitation devices are readily available at
all times to every officer, emergencies could occur when no devices are available. At such times, officers
must remember that, with or without a resuscitation device, they are legally responsible for sustaining life,
and that even direct contact with a person’s saliva has not been shown to pose a risk of transmitting HIV
disease. Therefore, officers should not hesitate to take whatever action is necessary to save a person’s life.

The pocket mask is marketed in a variety of styles with a diversity of features. Valuable assistance
and information on the use of equipment during CPR can be obtained from local medical agencies.

Medical Assistance in the Presence of Blood, Body Fluids. Where persons requiring CPR or other emergency
medical assistance are injured, bleeding or draining other body fluids, officers should avoid contact with such
fluids by following the same universal precautions as recommended for patdowns and searches. In addition,
officers should:

ll Wear a waterproof gown, overalls, or apron if necessary to avoid soaking of clothes;

ll Cover the bleeding person with a disposable gown (disposable gowns should be present on all
vehicles that respond to medical emergencies or victim rescues);

ll Adhere strictly to established departmental procedures following an incident of possible
transmission if non-intact skin or mucous membranes are exposed to fluids that can transmit the
virus;

ll Follow departmental regulations regarding the cleaning of uniforms that become soiled with blood
or other body fluids. (See Appendix B for related sample policy.)

Responding to Violent Incidents or Disturbances. Officers’ responsibilities frequently require approaching
violent situations and disruptive persons. In responding to such situations, officers should follow universal
precautions; avoid bites, scratches, or other lacerations; and, as soon as possible, wash with soap and warm
water any bites or wounds that draw blood, adhering to departmental regulations following an incident
involving possible transmission.
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Transporting of Suspects and Arrestees. All persons, regardless of health status, who have no open sores
and who are not draining body fluids can be transported in the normal manner prescribed by departmental
regulations during both initial arrest activities and ensuing court proceedings. Where persons are bleeding
or draining body fluids, officers should follow the universal precautions as discussed. Further, efforts should
be taken to prevent contamination of the vehicle by body fluids. In case of excessive bleeding, an ambulance
should be utilized for transportation.

Responding to Crime Scenes. Officers responding to crime scenes where blood or other body fluids are
exposed should:

Follow universal precautions and wear a waterproof apron, overalls, or gown to avoid soaking of
clothing; protective shoe coverings if there is massive blood contamination on floors; and
protective eyewear and disposable masks if there is a chance of splashing;

If cotton gloves are to be worn when working with evidence of potential latent fingerprint value
at the crime scene, wear them over protective disposable gloves when exposure to blood may
occur;

Change gloves if they become torn or soiled;

To avoid tearing gloves, seal evidence with tape instead of metal staples;

Remove all protective items--gloves last--before leaving the scene;

Follow local procedures for evidence handling; in general, items should be air dried before sealing
in plastic (NIOSH);

Clean or dispose of all contaminated items as discussed below.

Cleaning up Blood or Other Body Fluid Spills or Cleaning or Disposing of Contaminated Equipment, Uniforms.
When cleaning up blood or other body fluid spills or disposing of contaminated equipment or uniforms,
officers should:

Remove all visible soil with paper towels; dispose of towels in plastic bag; use a solution of 1:100
household bleach to water to clean contaminated area;

Use bleach solution to disinfect flashlights, crime scene kits, handcuffs, leg irons, patrol car seats,
and other equipment that becomes soiled with body fluids;

-- The virus can also be destroyed by hydrogen peroxide, a 40- to 70-percent alcohol-water
mixture, hot water and detergent, sunlight, and heat from a clothes dryer;

Remove disposable contaminated articles--gloves last--as well as clothing not intended to be
reused, and place in a clearly marked plastic bag for incineration, according to jurisdictional
regulations.’

1 State environmental protection agency regulations prescribe the disposal of hazardous and biological
wastes. Officers should be familiar with the regulations in their states.
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-- Plastic bags should be included in crime scene kits or in the car that is to be used for the
disposal of contaminated items; extra plastic bags should be stored in the car;

l Change uniforms that become soiled with blood or other body fluids as soon as possible and
place them in clearly marked plastic bags to be transported and washed according to
manufacturer’s instructions; wipe shoes with disinfectant.

Even officers who adhere strictly to all recommended precautions may find that they have had accidental
skin contact with a person’s blood, semen, or other body fluids while performing their duties. The officer
should remember that, despite its deadly effects on the human body, HIV is extremely fragile and is easily
killed by soap and water. For this reason, as well as for simple good hygiene, officers should wash with
warm water and soap any skin areas that have been in contact with any person’s body fluids.

Since patrol officers do not always have immediate access to washing facilities, it is recommended that
vehicles be equipped with pre-moistened towelettes or liquids that do not require running water or towels
for drying.

Guidelines Following Incident Involving Possible Transmission

It is important to emphasize that while blood and other body fluids cannot enter another person’s
bloodstream through intact skin, they can enter through broken skin. Therefore, where there is actual
contact between a person’s blood, semen, vaginal fluids, or other fluids containing visible blood and an
officer’s broken skin or mucous membranes, the officer should immediately: 1) wash affected areas with soap
and warm water, if possible; 2) seek medical attention; and 3) report the incident to his or her supervisor.

The officer should be counseled regarding the risk of infection and should receive a confidential,
baseline blood test for HIV antibodies us soon us possible after the incident (in case, for workman’s
compensation benefits, it must later be shown that exposure occurred on the job). Following the initial test
at the time of exposure, officers testing negative should be retested at 6 weeks, 12 weeks, 6 months, and 12
months after exposure. During the retesting period (especially the first 6-12 weeks after exposure, when
most infected persons are expected to seroconvert), the officer should use appropriate precautions to prevent
possible transmission of the virus to others. These precautions include refraining from donating blood and
using appropriate protection during sexual intercourse (CDC and NIOSH, 1989). See Figure 5.1, “Checklist
of Procedures for Officers who Sustain Accidental Exposure to Infectious Diseases.” (For related sample
policy, see Appendix B.)
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GUIDELINES FOR INTAKE OFFICERS AND INTAKE MEDICAL PERSONNEL

The booking and jail admissions process, a key part of the confinement procedure, involves legal, security,
medical, and human relations issues. For correctional officers and intake medical personnel, these issues
become increasingly complex when inmates with infectious diseases, including HIV, are accepted into the
facility.

GUIDELINES FOR INTAKE OFFICERS

Admitting a person to the correctional facility is the responsibility of the intake officer, who must be well
trained and familiar with proper screening processes. During initial screening procedures, the intake officer
must determine the legality of the charge against the arrestee and also search, fingerprint, and photograph
him or her. In smaller facilities, intake activities may also include medical screening and classification.

If the new inmate appears to be suffering from a serious injury or illness, he or she may or may no?
be accepted into the jail, depending on jurisdictional laws. Ideally, the intake officer will not accept a truly
ill or injured person until after the arresting officer has taken the person to receive proper medical
treatment. After an inmate is accepted into the correctional facility, it is the administrator’s responsibility
to provide the inmate with adequate health care and to protect him or her from infectious diseases that may
be brought in by other inmates.

Intake officers have often expressed fear about contracting HIV from new inmates, particularly during
searches and fingerprinting, as well as when responding to violent incidents.

It is critical that intake officers understand the means by which HIV is and is not transmitted so they
may perform their responsibilities efficiently and without fear. Since HIV is transmitted only through blood
and blood products, semen, vaginal secretions, and body fluids containing visible blood, intake officers are at
risk only if any of these particular fluids directly enter their bloodstreams. Officers are not at risk during
the casual contact that occurs during normal intake procedures. Extensive research has shown that even bites
by infected persons have not transmitted HIV disease, nor has skin contact with an infected person’s
perspiration, urine, nasal secretions, saliva, tears, or clothing.

Universal Precautions

As discussed in Chapter V, the critically important universal precautions established by CDC provide simple,
yet effective guidelines for reducing the risk of HIV transmission. Intake officers should be familiar with
and adhere to these precautions in the processing of each inmate, regardless of the inmate’s apparent risk
for HIV infection. For specific guidelines during fingerprinting and searches, see Chapter VI.

Health Screening

All inmates are at high risk for many infectious/contagious diseases, including tuberculosis (TB), hepatitis
B (HBV), and HIV disease; therefore, careful, preliminary health screening is essential to help prevent
medical emergencies in jail and to aid in the control of all illnesses. Qualified medical personnel should
handle in-depth medical screening for all diseases, including HIV, and many larger facilities have medical
staff on duty at all times, making thorough screening possible immediately after booking to identify diseases
and other problems that require immediate attention.

However, many smaller facilities lack a 24-hour, professional medical staff; therefore, all initial,
preliminary screening, including medical, is conducted by the intake officer. In such smaller facilities,
administrators may wish to expand the intake officer’s screening form to include HIV and AIDS-related
questions and observations. Figure 7.1 is an example of a standard screening form that has been expanded
to incorporate such questions and observations.
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Name

D.O.B.

Officer or Physician

Figure 7.1

Inmate No.

Sex Date

Time

BOOKING OFFICER’S OBSERVATIONS

1. Is the inmate conscious?

2. Does the inmate have obvious pain
or bleeding or other symptoms suggest-
ing need for emergency service?

3. Are there visible signs of trauma or
illness requiring immediate emergency
or doctor’s care?

4. Is there obvious fever, swollen lymph
nodes, jaundice, or other evidence of
infection that might spread through
the jail?

5. Is the skin in good condition and free
of vermin?

6. Does the skin have purple or brown
blotches or other discoloration?*

7. Does the inmate have a persistent
dry cough?*

8. Does the inmate have white patches
(thrush) on the tongue?*

9. Does the inmate appear to be under
the influence of alcohol?

10. Does the inmate appear to be under
the influence of barbiturates or
other drugs?

11. Are there visible signs of alcohol/
drug withdrawal?

12. Does the inmate’s behavior suggest
the risk of suicide?

YES

YES

YES

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES

YES

YES

NO

NO

NO

NO

NO

NO
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13. Does the inmate’s behavior suggest
the risk of assault to staff or other
inmates? YES

14. Is the inmate carrying medication or
report being on medication that should be
continuously administered or available? YES

OFFICER-INMATE QUESTIONNAIRE

15. Are you presently taking medication
for diabetes, heart disease, seizures,
arthritis, asthma, ulcers, high blood
pressure, or psychiatric disorders?
(If yes, circle condition(s))

16. Do you have a special diet prescribed
by a physician? Type

17. Do you have a history of venereal
disease?

18. Have you recently been hospitalized
or seen a medical or psychiatric
doctor for any illness?

19. Are you allergic to any medication?
List

20. Have you recently fainted or had a
head injury?

21. Do you have epilepsy?

22. Do you have a history of tuberculosis?*

23. Do you have diabetes?

24. Do you have hepatitis?

25. Are you pregnant or currently on
birth control pills?

26. Do you have a painful dental condition?

27. Have you had recent weight loss of
more than 10 pounds without dieting?*

25. Do you have diarrhea? If yes, for
how long? *

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES NO

YES NO

YES

YES

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO
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29. Do you experience extreme night
sweats?* YES NO

30. Do you experience shaking chills?* YES NO

31. Have you experienced a recent loss
of appetite?*

32. Do you feel extremely tired for no
apparent reason?*

33. Do you have a sore throat?*

34. Do you experience shortness of
breath not related to smoking?*

YES NO

YES N O

YES NO

YES NO

35. Do you have unexplained bleeding
from any body openings or from
growths under the skin?* YES NO

*Additional AIDS-related observations as described in “Revision of the CDC Surveillance Case Definition
for Acquired Immune Deficiency Syndrome,” Morbidity and Mortality Weekly Report, Vol. 36, 1987.

It is important to stress that the intake officer should not draw conclusions with regard to an inmate’s
health status. Rather, he or she should utilize the expanded form screening form to assist in identifying
persons who should receive further, in-depth screening by medical personnel to facilitate appropriate
management.

An affirmative answer to any one of the HIV-related questions and observations in Figure 7.1 does not
necessarily indicate that the inmate is infected with HIV, since the symptoms of this disease are similar to
those of other diseases. (See Chapter III for a complete discussion of the symptoms as well as criteria for
a diagnosis of HIV or AIDS.) However, if answers to two or more HIV-related questions and observations
are yes, the intake officer should follow departmental policies and procedures with regard to notifying
medical personnel and making housing assignments.’

Inmates with TB Histories or Symptoms. Intake officers should notify medical personnel promptly of any
inmates who answer yes to the question concerning histories of TB or who are symptomatic of this disease.
The incidence of TB in correctional facilities has risen dramatically during recent years; and it is clearly
tied to HIV infection in many cases. Since TB, unlike HIV, is transmissible through air, it is critical that
infected inmates be identified promptly to ensure appropriate treatment and housing and to prevent the
rapid spread of this infection throughout the inmate population.

Inmates on Medication. When a new inmate informs the intake officer that he or she is already taking
medication for an existing conditions, such as AZT for HIV disease, the officer must report this fact to
medical personnel immediately. It is important to note that the jail is responsible for ensuring that the person
continues to receive medication that had been prescribed by qualified medical personnel.

1 For a comprehensive discussion of the role of the intake officer in making housing assignments, see
the following texts: National Sheriffs’ Association, Jail Officer’s Training Manual, Alexandria, VA: 1980;
and Ayres, M.B., Jail Classification and Discipline, Alexandria, VA: National Sheriffs’ Association, 1988.
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Protecting the Confidentiality of Medical Information

Where an intake officer is told by the inmate that he or she has HIV disease, or where the officer suspects
infection on the basis of the health screening results, it is critical that the officer protect the confidentiality
of this information, releasing it only to designated medical personnel. Confidentiality protections are
especially critical for inmates with HIV infection since such protections are necessary safeguards against
discrimination and encourage the infected person to come forward for voluntary counseling, testing, and
treatment.

Failure to protect the confidentiality of medical information can not only result in discrimination against
the infected person by other inmates and by staff, it can also result in sanctions against the officer who
divulged the information. (See Chapter IV for further discussion on confidentiality of medical information.)

ISSUES FOR MEDICAL PERSONNEL DURING INITIAL ASSESSMENT

In addition to protecting the confidentiality of inmate medical information and preventing discrimination,
the highest priorities in the correctional system’s response to HIV disease include: (1) ensuring that inmates
who become ill with the disease receive timely, professional, compassionate medical care; and (2) ensuring
that inmates who may be infected understand the importance of avoiding the spread of HIV to others.

Responding to Inmates Suspected of HIV Disease

Effective management of all diseases, including HIV, is a primary goal in all facilities. It is important that
inmates who are seropositive understand the need and means to prevent transmission to others and that
inmates who may actually be ill with life-threatening, HIV-related diseases receive appropriate medical
attention and needed psychological support services. Therefore, where medical personnel suspect that a new
inmate may be seropositive or may actually have an HIV-related illness, the inmate should be assessed to
identify any past behavior that placed him or her at risk for HIV disease (homosexual/bisexual activities, IV
drug use, transfusion history) or to determine if he or she has previously tested positive for HIV antibodies.

Further, medical personnel should identify any clinical manifestations of HIV disease; i.e., chronic
diarrhea, enlarged lymph glands, recurring sore throats, fevers, sudden weight loss, etc. All high-risk inmates
should then be counseled as to the importance of testing and referred for further, HIV-related counseling
and voluntary testing. Inmates who refuse testing should be evaluated periodically for life-threatening
illnesses.

Following initial medical assessment of new inmates, medical personnel should advise the facility
administrator or classification supervisor if an inmate requires hospitalization or, in larger facilities, housing
in the medical unit.

Responding to Inmates with “High-Risk” Lifestyles

In addition to encouraging testing and behavior modification for inmates suspected of having HIV disease,
it is important that new inmates who are asymptomatic but whose lifestyles place them at high risk for HIV
disease also be counseled about the importance of testing and of behavior modification to avoid future
infection and transmission to others. Medical professionals in the jail setting can play a critical role in such
counseling.

Further, determining and documenting which new inmates are homosexuals/bisexuals or IV drug users
can guide the medical staff in identifying persons who may need followup monitoring for life-threatening
symptoms of HIV disease or for drug withdrawal or who may need increased supervision to prevent
continued drug use.
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HIV Testing Issues

Since 1985, when the ELISA test was developed to detect the presence of the HIV antibody, there has been
considerable controversy over whether this test should be administered to all new inmates (mass screening)
or only to those with certain risk factors (focused screening).

While a few facilities have followed a policy of mass screening for HIV disease, many medical and
correctional professionals question the value and advisability of testing all who enter the correctional facility
(Hammett, 1988). For a full discussion on testing options, see Chapter IX.

Protecting the confidentiality of Medical Information

Once it has been determined that a new inmate has HIV disease, that information must be maintained in
a confidential manner, accessible only to designated medical personnel. Confidentiality protections are
necessary to safeguard the inmate against discrimination and to encourage him or her to be voluntarily
counseled, tested, and treated. See Chapter IV for a complete discussion on confidentiality of medical
information.

HIV Infection and TB

Recent medical research has documented a relationship between HIV infection and TB. Since persons with
HIV infection have suppressed immune systems, they are more susceptible to TB infection and disease than
persons with normal immune systems. The increased incidence of HIV infection has thus led directly to
increased incidence of TB, particularly within correctional facilities, where the environment is often
conducive to airborne transmission of infection among inmates, staff, and visitors.

In a survey of TB cases reported during 1984 and 1985 by 29 state health departments, the incidence
of TB among inmates was more than three times higher than that for nonincarcerated adults ages 15 to 64
years. In New Jersey during 1987, the incidence of TB among state inmates was 109.9 per 100,000--a rate
11 times that of the general population of New Jersey that year (CDC, unpublished data, as reported in
MMWR, May 12, 1989).

Recognizing the critical need for prompt identification and control of TB in correctional facilities, CDC
has recommended new guidelines, including the following:

ll Early case diagnosis and reporting to institutional records and to local or state health departments,
as required by laws and regulations;

l Tuberculin skin testing of all inmates and staff, using the intracutaneous Mantoux tuberculin test
(not multiple puncture tests) at entry or on employment, except persons providing documentation
of a previous positive test reaction;

ll Chest x-rays for those with positive skin tests or those symptomatic of TB (e.g., cough, anorexia,
weight loss, fever) within 72 hours of skin test reading or identification of symptoms;

ll Chest x-rays for all new inmates at risk for HIV infection, including those with nonreactive
tuberculin skin tests (persons whose immune systems are suppressed for any reason, including HIV
disease, may show little or no reaction to the tuberculin skin test, yet may still be infected with
TB);

ll Contact investigations (i.e., testing of persons who sleep, live, work, or otherwise share air with
an infectious person through a common ventilation system), with followup therapy, as indicated;

l HIV antibody testing for all persons with positive tuberculin skin tests and all confirmed TB cases;
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ll Medical isolation of inmates with active TB;

ll Careful adherence to appropriate medical treatment protocols (CDC, 1989).

Atypical Signs and Symptoms of TB in HIV-Infected Persons. Correctional health care personnel should be
aware that HIV-infected persons often have atypical signs and symptoms of TB. In addition to atypical x-
ray results, they may have false negative skin tests resulting from anergy, a condition commonly found in
patients with clinical AIDS. Therefore, sputum smear and culture examination are especially important tools
for identifying infectious cases of TB in such persons (Hammett, 1989).2

TB Diagnoses  in Rapid Turnover Facilities. In jails with a rapid turnover of inmates, where authorities may
decide not to tuberculin test new detainees who are unlikely to remain in the system or in that facility for
more than seven days, CDC recommends that provision be made for appropriate diagnostic measures (e.g.,
sputum smear and culture and/or chest x-ray) for all persons who are symptomatic (CDC, 1989).

Housing for Persons with Suspected or Confirmed TB. Persons with suspected or confirmed TB who have
pulmonary involvement on chest x-ray, cough, and/or a positive sputum smear should be immediately placed
in respiratory isolation (e.g., housed in an area with separate ventilation to the outside, negative air pressure
in relation to adjacent areas, and at least four to six room air exchanges per hour). It may be necessary to
move a patient to another facility or hospital with a respiratory isolation facility (CDC, 1989).

2  For further discussion on these issues, see Appendix A, CDC’s “Prevention and Control of
Tuberculosis in Correctional Institutions: Recommendations of the Advisory Committee for the Elimination
of Tuberculosis.” See also: Pitchenik, A.E., and Rubinson, H.A., “The Radiographic Appearance of
Tuberculosis in Patients with Acquired Immune Deficiency Syndrome (AIDS) and pre-AIDS,” American
Review of Respiratory Diseases, Vol. 131, 1985; Salive, M., and Brewer, T.F., “Tuberculosis and HIV Infection:
An Emerging Problem in Inmates,” Journal of Prison Health, 1989; and Sunderam, G., et al., “Tuberculosis
as a Manifestation of the Acquired Immunodeficiency Syndrome (AIDS),” JAMA, Vol. 256, 1986.
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GUIDELINES FOR CORRECTIONAL OFFICERS

Correctional officers have many complex responsibilities involving the security, order, and well-being of entire
inmate communities. These duties often bring officers into close physical contact with inmates, many of
whom are at high risk for infectious/contagious diseases, including hepatitis B, tuberculosis, and HIV.
Officers have often expressed concern about contracting diseases, particularly HIV, when performing body
and cell searches or CPR and other first aid; or when responding to disturbances, including homicides or
suicides.

To perform their duties effectively and without fear, correctional officers must understand that, since
HIV disease is transmitted only through blood and blood products, semen, vaginal secretions, and other body
fluids containing visible blood, they are at risk for contracting the disease only if any of these fluids from
an infected person directly enters their bloodstreams. Officers are not at risk during the casual, non-sexual
contact that occurs during daily custodial activities, even over long periods of time. Thus, officers need not
fear HIV transmission from skin contact with an infected person’s perspiration, urine, nasal secretions, saliva,
tears, or clothing. Further, research has demonstrated that even bites by infected persons have not
transmitted HIV disease (Lifson, 1988).

UNIVERSAL PRECAUTIONS

To minimize the risk of contracting HIV through those fluids that can transmit the virus, all correctional
officers must be trained to understand and follow the universal precautions discussed in Chapter V. Officers
should utilize these precautions while handling every inmate, regardless of the inmate’s apparent risk for HIV
infection:

During all body and cell searches;

While performing CPR and other emergency medical treatment on all persons;

When responding to inmate disturbances involving aggressive or violent inmates;

When responding to homicides or suicides;

When cleaning blood or body fluid spills;

When disposing of or cleaning contaminated materials or equipment.

See Chapter VI for specific guidance in universal precautions during the performance of these duties.

RECOGNIZING SYMPTOMS OF HIV DISEASE

In addition to their numerous custodial responsibilities, correctional officers must be responsible for listening
to inmates’ medical complaints and for relaying them, through established departmental procedures, to the
appropriate medical staff. Medical care is perhaps the most vital service provided by the correctional facility,
and officers must be particularly alert to complaints of the following symptoms of HIV disease:

Extreme tiredness, combined with headaches, dizziness, or lightheadedness;

Continual night fever or night sweats;
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Weight loss of more than 10 pounds, not due to dieting or increased physical activity;

Swollen glands in neck, armpits, or groin;

Purple or discolored growths on skin or mucous membranes (inside mouth, anus, or nasal
passages);

Heavy, continual dry cough, too persistent to be a cold or flu;

Continual bouts with diarrhea;

Thrush--a thick, whitish coating on the tongue or in the throat that may be accompanied by a sore
throat;

Unexplained bleeding from any body opening or from growths on skin or mucous membranes;

Bruising more easily than usual;

Progressive shortness of breath.

PRECAUTIONS FOR SAFETY OF INMATE WITH HIV DISEASE

Persons in later stages of HIV disease who have one or more opportunistic infections are normally housed
in medical units or hospitals (see Chapter III for a discussion on the progress of HIV disease). However,
inmates in earlier stages of the disease may often be assigned to general population housing. Such persons
may at times require protection from illnesses in staff or other inmates and from threats of violence from
other inmates.

Protection from Opportunistic Infections

As previously discussed, HIV-infected persons have greatly suppressed immune systems that render them
highly susceptible to infectious diseases that may not affect a healthy person. Mild viruses carried by other
inmates or staff members can, if transmitted to the HIV-infected inmate, result in life-threatening illnesses.

Correctional officers should understand this danger to the infected inmate and be alert to signs of
illness in other inmates and in staff members. These illnesses should be reported to the supervisor, and
appropriate measures should be taken to protect the infected inmate.

Protection from Threats, Intimidation Violence

The inmate with HIV disease who is housed in the general population may also be the target of threats,
intimidation, or violence. The correctional officer, who is in a position to be aware of inmates with
aggressive tendencies toward the affected person, should report such tendencies to the supervisor. The
infected inmate may require evaluation for protective custody.

STAFF WORK ASSIGNMENTS

Since there is no risk of transmitting HIV disease through casual contact, correctional personnel should not
be excused at their own request from working with inmates with HIV. Pregnant officers are at no higher
risk of contracting HIV disease than other persons; however, if a pregnant officer does contract the disease,
she can transmit it to her child before, during, or after birth through breast milk. Because of this risk,
pregnant officers should be especially familiar with and strictly adhere to precautions to minimize the risk
of HIV transmission.
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GUIDELINES FOR JAIL ADMINISTRATORS

Specific, written policies and procedures for the treatment of inmates and staff with HIV disease are
fundamental to effective management of today’s correctional facility. Written policies for inmate supervision
will prevent arbitrary decisionmaking by correctional officers and other staff in their daily contact with
inmates. Written employee policies that clarify the agency’s work-related expectations, coupled with
appropriate training, minimize the threat of disruptions and foster compassion and humane treatment for
persons with HIV disease, from both management and line staff.

EFFECTIVE POLICY DEVELOPMENT

To develop and implement effective, enforceable HIV-related policies for inmates and staff, the administrator
must balance the agency’s responsibilities with the employees’ concerns and the infected persons’ legal rights.
To achieve this goal, the administrator should: (1) closely follow HIV-related court cases and legislation,
remaining flexible as laws evolve and change; (2) be aware of staff concerns, anticipating “crisis” incidents
that may arise, such as an employee’s refusal to work around someone perceived or known to be HIV-
infected; (3) be committed to eliminating unwarranted fears by providing thorough, pertinent training for
both inmates and staff in the causes, means of transmission, and prevention of HIV disease; and additional
staff training in the complex legal and liability issues surrounding testing, confidentiality of medical
information and discrimination; (4) ensure that supervisors are provided with adequate assistance to carry
out their responsibilities appropriately, effectively, and humanely; and (5) be aware of the moral and ethical
considerations inherent in supervising persons with HIV disease.

In addition to the above, the administrator must be prepared to systematically implement, regularly
evaluate, and periodically update policies and procedures as new medical and legal information is received.

Policy Format

All written policies should include: (1) the policy statement; (2) a rationale for that policy; and (3) the
strategy for implementing the policy. Reference materials supporting the policies should be maintained and
updated, as necessary.

Policy Considerations

As administrators address the manner in which HIV-infected and AIDS-diagnosed inmates and/or employees
should be supervised, they must consider current legal and liability guidelines on the federal, state, and local
level as well as management issues pertaining to, at a minimum:

HIV testing, counseling;

Training, education, and equipment;

Inmate housing and work assignments;

Confidentiality of medical information;

Discrimination;

CPR and other first aid;
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Food and laundry services;

Sanitation;

Visiting rights of inmates with HIV disease.

INMATE POLICIES

HIV Testing Counseling

Management decisions regarding housing and work assignments often depend on the inmate’s health.
Therefore, for several years, there has been considerable debate over whether inmates should be tested for
HIV disease, and if so, under what conditions (Hammett, 1989). A few administrators have favored mass
screening, or the screening of all inmates upon intake; however, the National Commission on Correctional
Health Care has adopted a policy that opposes mass screening for inmates (NCCHC, 1988); and the
National Sheriffs’ Association also recommends that mass screening be avoided for the following reasons:

l

l

l

l

l

l

Staff and inmate training in the use of universal precautions generally eliminates the need to know
exactly who may or may not be infected:

The Fourth Amendment’s protection against unreasonable search and seizure applies to testing;
thus, in general, inmates cannot be forced to take an HIV antibody blood test;

Mass testing that yields negative results can result in a false sense of security on the part of
inmates who have engaged in high-risk behavior;

Test results may be inconclusive; “false negative” results are occasionally seen in persons who are
actually infected but who have not yet developed antibodies to HIV, making retesting necessary
every three months for as long as one year; further, inmates who seroconvert while incarcerated
may raise liability issues for the facility;

Mass screening may identify large numbers of seropositive inmates, resulting in: (1) overwhelming
demands for medications, particularly AZT, that have proven effective in early stages of HIV
infection; (2) problems involving protecting the confidentiality of large volumes of medical
information and preventing discrimination; and (3) problems related to inmate housing;

In the absence of a cure or vaccine, testing alone will not necessarily control behavior and prevent
the spread of HIV infection; testing is but one phase of an overall prevention plan that includes
counseling, behavioral change, education, partner notification, and care.

Focused Screening. For the above reasons, most jails today adhere to a policy of focused, rather than mass
screening for HIV disease. Focused screening is the voluntary testing of inmates who are symptomatic of
HIV disease or who have engaged in activities that place them at high risk for infection, as previously
discussed. In addition, focused screening may be utilized for any of the following reasons:

l The inmate has been involved in an incident in which transmission may have occurred;

l The inmate requests testing;

l Testing may be utilized as part of anonymous epidemiological studies (Hammett, 1989).

In general, focused screening is more practical than mass screening and may provide valuable

52



information about an inmate’s medical needs as well as the risk of transmission to other persons.

HIV-Related Counseling. All policies addressing HIV testing should include requirements for appropriate
pre- and post-test counseling. Inmates for whom testing is recommended should be counseled by designated
medical professionals to ensure their understanding of the implications of both positive and negative test
results as well as the need for behavior modification to avoid possible HIV transmission to others.

Educution

As soon as possible after intake, it is recommended that all inmates receive information on the cause, means
of transmission, and means to prevent transmission of HIV disease. A formal, written policy should detail
the procedures to be used in educating inmates.

Education for at-risk persons, such as many members of the inmate population, is a critical step to
halting the spread of HIV disease. It is recommended that training be implemented through on-staff or
outside medical professionals, utilizing such methods as discussions combined with language-appropriate
videotapes and/or reading materials. A number of excellent training videotapes are now available for
inmates, in both English and Spanish. Chapter XII provides further discussion on training topics and
methods for inmate education.

In addition to serving as an effective tool for preventing HIV transmission within the facility,
appropriate education can provide liability protection for the administrator. It is recommended that,
following appropriate training, inmates at risk for or known to have HIV disease sign a document stating
they have been informed of and understand the means of transmitting and of preventing HIV infection. The
document should also be signed by a medical staff member and kept in the inmates’ medical file. As these
inmates are released, medical personnel should hold formal exit interviews with them, during which it should
again be documented that the inmates understand the means of transmitting HIV infection and the practices
that prevent transmission.

Condom Distribution

As a proactive measure to impede the spread of HIV infection, a number of correctional administrators
across the nation have incorporated a carefully controlled condom distribution policy, coupled with
counseling and education in safe sexual practices. As of this writing, the correctional systems distributing
condoms to inmates are New York City, the Vermont state system, San Francisco County, and Philadelphia.
(In the latter facility, each inmate receives three condoms upon intake as part of an AIDS information
package.) In addition, the Mississippi state system makes condoms available for sale in institutional canteens
(Hammett, 1989).

The pros and cons of condom distribution in correctional facilities have been debated for several years,
with San Francisco, California, Sheriff Michael Hennessey among those currently favoring such a policy.
According to Sheriff Hennessey, county jails present a prime opportunity to educate a large population of
persons at risk of HIV infection. He stated:

“The incidence of AIDS is increasing among prisoners, as well as in the general population.
According to the National Institute of Justice’s 1988 Update: AIDS in Correctional Facilities, the
total number of AIDS cases in city/county jail systems increased 350 percent from 1983 to 1988.
AIDS is now the leading cause of inmate deaths in some correctional systems.

“Most county jail prisoners are persons who have engaged in high-risk activities. By making
condoms available as part of an educational program, prisoners can learn how to use them
correctly and are more likely to incorporate them into their sexual practices when they return to
the community.

“By advocating the use of condoms in jails, I am not condoning sex in jail. According to California
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state law and our policy, sexual activity is prohibited in the jail. Our deputies are instructed to
arrest and book any inmates caught having sex. However, we must face reality. As much as we
try to prevent it, sex does occur in jail, most of it consensual. Human beings are sexual creatures.
Whether one is incarcerated for a day, a month, or a year, sexual urges exist; and we must take
the necessary public health measures to protect inmates and the community. Education and
prevention practices are the only effective protection we can offer” (National Sheriffs’ Association,
1989-1990).

Sheriff Hennessey recommended that condoms not be distributed randomly. He reported that, in his
department, each condom recipient is counseled by health educators and also reminded that sexual relations
while incarcerated is a felony and a violation of jail rules and regulations.

Numerous corrections officials have also spoken out against condom distribution. Dr. John Clark, chief
physician for the Los Angeles County Sheriffs Department, contended:

“The issuance of condoms delivers a ‘mixed message’ to inmates, who become confused about what
appears to be condonement of sex, when they have been told that sexual activity in the correctional
facility is a felony. Condoms can be used as receptacles for contraband, including illegal drugs;
they can easily be inserted internally or swallowed and brought into jails by new bookings and/or
transferees--a major concern in large urban jails, with their constant movement and housing
changes.

“Few persons are incarcerated long enough that meeting sexual needs is a high priority. Further,
with overcrowding, there is little opportunity for intimate activity; the sex that does occur is gang
rape, where condoms are not likely to be used anyway. In the few jurisdictions that are
distributing condoms, controls are either too strict to result in reduced HIV transmission or so
lax that the potential for misuse as contraband is exacerbated.

“Most instances of HIV transmission behind bars are actually related to IV drug use; ‘needle
works’ are more likely to be shared among inmate users than among users in the free community.
For the facility that distributes condoms, the question might arise concerning a possible obligation
to protect IV drug users by giving them bleach and needles, lest the facility be guilty of ‘deliberate
indifference’ to the highest risk group behind bars” (National Sheriffs’ Association, 1989-1990).

Condom Distribution Prior to Conjugal Visits, Release. In addition to those agencies already cited, several
other agencies issue condoms, along with appropriate educational counseling, to inmates prior to conjugal
visits and/or release into the community. For inmates with HIV disease, the receipt of condoms at such
times, along with appropriate counseling, greatly decreases the potential for infecting sexual partners.

Most administrators recognize the issue of condom distribution as an extremely controversial one, with
potentially serious administrative and political ramifications. Prior to making a decision regarding this
question, administrators should educate themselves and evaluate the potential impact of condom distribution
within the framework of their particular facilities.

Appendix C contains a sample condom distribution policy from the Vermont Department of
Corrections. Administrators seeking further, specific guidelines or information are urged to contact those
facilities that are currently making condoms available.

Housing

One of the most important decisions facing administrators concerns the housing of inmates with HIV
disease. In the past few years, the pros and cons of segregating such inmates in the correctional facility have
been widely discussed. However, in 1988, the National Commission on Correctional Health Care adopted
a policy that opposes special housing for HIV positive inmates who are asymptomatic. According to the
Commission:
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“Since the AIDS virus is not airborne and is not spread by casual contact, HIV-positive inmates
can be maintained in the general population in whatever housing is appropriate for their age,
custody class, etc. Patients diagnosed with AIDS may require isolation for their well-being, as
determined by the treating physician” (National Commission on Correctional Health Care, 1988).

Protection from Opportunistic Infections. Although infected persons cannot transmit HIV disease to others
through casual contact, even those who are asymptomatic have greatly suppressed immune systems that make
them susceptible to infections that may not affect a healthy person. Therefore, since the administrator is
responsible for protecting the health and well-being of every inmate, the asymptomatic person with HIV
infection may require separation from other inmates or staff members who have colds or other mild viral
or bacterial infections.

Medical Segregation for symptomatic Inmates. Persons in later stages of HIV disease; i.e., suffering from
one or more opportunistic infections and diagnosed with AIDS, should, where staffing and housing are
available, normally be housed in medical units or hospitals, as recommended by the physician, rather than
in general population housing. Medical segregation facilitates closer observation by medical staff than would
general population housing and greatly decreases the chance for unrecognized development of deadly
opportunistic infections.

During medical segregation within the correctional facility, care must be taken to ensure that inmates:
(1) retain their legal rights; (2) receive proper medical treatment; (3) do not develop a sense of isolation;
and (4) are not unduly restricted in their activities.

Protection from Threats, Intimidation, Violence. The HIV-infected person housed within the general
population may be the target of other inmates’ threats, intimidation, or violence and may require evaluation
for housing in protective custody. The administrator should require that correctional officers be particularly
alert to and report any signs of aggression toward inmates suspected of or known to be infected.

Statutes Authorizing Quarantine. Some states have enacted statutes that authorize the quarantine or isolation
of “recalcitrant” individuals who know that they are HIV-infected and yet continue to engage in activities
that transmit the virus.

Work Assignments

Work assignments need to be governed only by the degree to which the HIV-infected inmate’s illness has
progressed. For example, an asymptomatic person should be able to perform normal assignments; while a
person whose strength has decreased should not be expected to do heavy or strenuous work and should be
given only light work assignments at the physician’s discretion.

Persons known to be HIV-infected who are working in certain areas, such as food service, may be a
source of concern; however, the virus is not known to be transmitted through food, so there is no risk to
inmates or staff being served. Therefore, CDC specifically advises against requiring food service workers to
be screened for the HIV antibody. However, to avoid alarm and possible disruption, the administrator may
wish to confine infected inmates to light work assignments away from the kitchen or serving area.

Confidentiality of Medical Information

Confidentiality protections provide safeguards against discrimination and are necessary to encourage
offenders to come forward for voluntary counseling, testing, and treatment--the first steps to halting the
AIDS epidemic. It is critical that administrators understand the need to protect the confidentiality of inmate
medical information and that staff training address this issue. (See Chapter IV for policy guidelines.)

An issue of concern to administrators has been whether to relay inmates’ HIV-positive status to
inmates’ spouses or sexual partners prior to furloughs and conjugal visits, as well as prior to release. The
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relaying of an inmate’s HIV status to the inmate’s spouse or sexual partner may be contingent upon the laws
of the jurisdiction. Of the state confidentiality statutes that have been enacted at this writing, most allow
disclosures deemed necessary to protect the public health. Further, courts are finding in favor of
disclosure under extremely limited circumstances; e.g., in the case of an inmate who has made it clear that
he or she has no intention of preventing an exchange of body fluid or of disclosing seropositive status to
spouse or sexual partner, medical personnel would be expected to discuss the inmate’s condition with the
sexual partner.

The most important protection for persons with HIV disease is the protection against discrimination.
Within the correctional facility, discrimination can be a direct result of failure to maintain the confidentiality
of inmate medical information.

HIV policies addressing discrimination should delineate sanctions for officers discriminating or allowing
discrimination against inmates who are HIV infected. (See Chapter IV for a complete discussion on anti-
discrimination laws applying to HIV disease.)

Sanitation

Personal toilet articles that can become contaminated with blood, such as razors or toothbrushes, should be
distributed to each inmate to discourage the sharing of such items. The maintenance of good personal
hygiene is necessary for all inmates, and particularly so for those with HIV infection. All inmates should
bathe regularly and wash hands before preparing food and after using bathroom facilities or having contact
with their own body fluids (semen, mucous, blood).

In addition, the highest environmental and food service sanitation standards must be followed to
prevent the growth of fungi and bacteria that can cause illness in both normal persons and those with
suppressed immune systems. Food service personnel should be closely monitored to ensure that they follow
strict rules of personal health and hygiene and food preparation practices as well as cleaning procedures that
prevent contamination.

Food Service. Because HIV infection is not known to be transmitted through food, no special provisions
for food service and no special handling of utensils used in meal preparation or cleanup are needed for
persons with HIV disease. To prevent the spread of any infections throughout the inmate population, dishes
and utensils used by all inmates should be washed in sufficiently hot water to destroy all bacteria and
viruses. l

Cautions Concerning Problem-Causing Food. Certain foods--particularly unpasteurized milk and milk
products--should not be served to HIV-infected persons. Milk products have been associated with salmonella
infections, which are not well tolerated by persons with HIV disease. In addition, organically grown food
(composted with human or animal feces) should be cooked or peeled before eating; organically grown food
that cannot be cooked or peeled should be avoided.

Laundry Service

Special laundry precautions are necessary only for those HIV-infected inmates who have draining wounds
or are unable to control excretions. Laundry from such persons should be placed in specially labeled plastic
bags and disposed of or laundered according to the facility’s policies for items contaminated with hepatitis
B virus.

1 For detailed food service sanitation procedures, see: Ayres, M.B. Food Service in Jails. Alexandria,
VA: The National Sheriffs’ Association, 1988.
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No special precautions are needed for the laundry of HIV-infected inmates who do not have the above
symptoms. Normal laundry procedures involving hot water, detergent, and the heat settings in automatic
clothes dryers will kill the HIV virus. In addition, household bleach should be used for the laundry of all
inmates to prevent the spread of any infectious diseases.

Inmates with HIV disease should have the same visiting rights as other inmates. To prohibit any type of
visit could result in legal action against the institution for discrimination and/or infringement of inmates’
rights. If institutional regulations permit conjugal visits, such visits should not be prohibited for persons
with HIV disease. Therefore, the administrator should ensure that all inmates have received AIDS
education upon intake, and that those at high risk for or diagnosed with HIV disease have received
additional counseling to ensure their understanding of the importance of both partner notification and of
preventing transmission to sexual partners.

Further, as previously discussed, the administrator should consider the advisability of distributing
condoms to inmates prior to conjugal visits.

EMPLOYEE POLICIES

In addition to developing and enforcing HIV-related policies for inmate supervision, administrators must
develop a clear perception of their responsibilities regarding the very real probability of future infection
among their own employees. Experience has shown that agencies lacking understanding and explicitly defined
guidelines for the management of employees with HIV disease are the ones most likely to experience
disruptive incidents when a staff member is suspected of or known to be infected.

On the other hand, those agencies that have established proactive, written policies that clearly define
employee responsibilities greatly minimize confusion and misunderstanding when an inmate or fellow
employee is found to be HIV-infected.

A number of policy issues pertaining to inmates must also be addressed for employees. For example,
employees should have specific HIV-related policies on confidentiality, discrimination, testing, and training
and equipment.

Confidentiality

Recognizing the need for heightened confidentiality protections in cases of HIV, the majority of states have
now enacted ordinances that apply to employee medical information (Gostin, 1989). Employees’ rights to
confidentiality of medical information also stem from evolving case law as well as from the Federal Privacy
Act of 1974, which protects the privacy of medical records held by federal agencies.

A person’s HIV antibody test result is extremely personal, and disclosure of it could well lead to
embarrassment and discrimination. Therefore, employers who obtain and disclose this information may be
risking liability in a number of areas, including invasion of privacy based on inappropriate publication of
test results, failure to maintain the security of records, and intentional infliction of emotional distress if a
person were subjected to harassment or ridicule by supervisors or coworkers (Rothstein, 1987). In
Massachusetts, a trial court has recognized a tort action for invasion of privacy under a state privacy statute
on behalf of an employee with AIDS whose supervisor failed to keep confidential the nature of the
employee’s medical condition (Leonard, 1987).

Discrimination

The importance of anti-discrimination laws for employees with HIV disease--particularly Section 504 of the
Federal Rehabilitation Act of 1973--cannot be overemphasized. To write effective employee policies
prohibiting discrimination, the administrator should be familiar with the provisions of Section 504.

For example, this law prohibits the isolation of persons with HIV disease from the normal work
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environment; and employers may not arbitrarily reassign infected employees simply because coworkers fear
contagion. Therefore, employees who are concerned about contracting HIV infection through casual contact
with a coworker must be educated to understand that the kind of non-sexual person-to-person contact that
occurs in the workplace does not pose a risk of transmission; and that they are expected to continue working
with infected persons, treating them fairly and humanely. Policies should ensure that harassment and
discrimination do not occur in the workplace, and that “well” employees are encouraged to show sensitivity
and understanding to infected persons who urgently need social, financial, and emotional support.

Testing

CDC does not recommend HIV antibody testing as a condition of initial or continued employment for any
occupation. Further, many states have passed laws that specifically regulate the conditions under which
people may be tested.

CDC does recommend that testing be offered to employees following any incident involving possible
transmission (although appropriate precautions make it unlikely that such incidents will occur). Specific
procedures should be established for the reporting and followup of any such incidents and should clearly
delineate staff responsibilities with regard to these procedures and the circumstances under which workman’s
compensation claims may be filed. (See Figure 5.1, “Checklist of Procedures for Officers who Sustain
Accidental Exposure to Infectious Diseases.“)

Training and Equipment

Written policies should clearly establish a plan for educating employees. Training--particularly in specific
procedures to prevent HIV transmission during the performance of duties--has greatly reduced the incidence
of officers’ refusal to work among persons suspected or known to be infected. In addition to reducing fears,
training is critical to ensure that all staff understand the agency’s policies and procedures, including exactly
what is expected of them regardless of an inmate’s or another employee’s HIV status.

Today, all correctional personnel--administrators, supervisors, and officers--require information on: (1)
the causes, symptoms and means of transmitting HIV, (2) the methods of preventing transmission, including
the use of appropriate, readily available equipment and of universal precautions; and (3) the importance of
protecting the privacy of inmate and employee medical information and of preventing discrimination against
both inmates and coworkers, The need for ongoing training for both administrators and officers is crucial,
especially as court decisions continue to define the legal responsibilities of all who work within the criminal
justice system.

CPR and Other First Aid

As discussed in previous chapters, all law enforcement and correctional officers must provide CPR or other
medical assistance to all persons in need, regardless of health status. (See Chapter VI for a complete
discussion on CPR and other emergency medical assistance.) Policies addressing these issues must:

Clearly specify what action is expected of each officer, and under what circumstances;

Ensure that pocket masks or other resuscitation devices as well as protective gloves are carried
on the person of or easily accessible to every officer;

Ensure that additional equipment that may be needed for universal precautions is readily available
to every officer, and that every officer is thoroughly trained in the use of all equipment issued;

Ensure that every officer understands his or her obligation to perform CPR or other emergency
medical assistance with or without a resuscitation device.
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CHAPTER X

GUIDELINES FOR MEDICAL AND MENTAL HEALTH PERSONNEL

Health care is one the primary responsibilities of correctional administrators. Whether services are provided
by full-time correctional health care staff or by contract medical professionals and facilities, the treatment
of the HIV-infected inmate is of utmost importance. Additionally, medical staff must be aware of and
practice the proper infection control procedures for their own as well as the inmate/patient’s protection.

GUIDELINES FOR THE EVALUATION OF IMMUNE DEFICIENCY

The standards for medical and health care services for adult local detention facilities call for health
appraisals for each inmate within 14 days after arrival at the facility (American Correctional Association,
1988). Health history and vital signs should be collected by health trained or qualified health care personnel
and all other data should be collected only by qualified health care personnel. The health appraisal includes:

Review of the receiving screening data;

Collection of additional data to complete the medical, dental, psychiatric, and immunization
histories;

Laboratory and/or diagnostic testing to detect communicable diseases, including venereal disease
and TB;

Recording of height, weight, pulse, blood pressure, and temperature;

Completion of a medical examination with comments about mental and dental status;

A physician’s review of medical examination results and tests and identification of problems;

Initiation of therapy when appropriate (ACA, 1981).

Since many diseases cause varying degrees of immune deficiency, the identification of immune deficiency
alone is not diagnostic for HIV disease. Deficiencies may be due to causes as simple as viral illness. The
evaluation of an inmate who is symptomatic and at risk for HIV disease should include a complete history
and physical and appropriate laboratory tests. The history should include a review of symptoms; past
medical history, including sexual orientation, IV drug use, transfusions, and previous sexually transmitted
diseases; and other pertinent factors. Figure 10.1 is a diagnostic checklist for AIDS.

GUIDELINES FOR THE PREVENTION OF HIV AND HBV FOR HEALTH CARE WORKERS

CDC has developed infection control guidelines for all health care personnel, including laboratory and dental
workers. These guidelines detail the precautions that are to be taken by all persons who come in contact
with potentially infectious materials during patient medical treatment. The guidelines include a discussion
on disposal of used syringes and contaminated materials and should be strictly followed by all health care
personnel. Administrators should keep abreast of CDC infection control guidelines and updates.’

1 For the complete CDC guidelines for the prevention of HIV and HBV transmission in health care
settings, see: CDC, MMKR, Vol. 37, No. 24, 1988.
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Figure 10.1

ACQUIRED IMMUNE DEFICIENCY SYNDROME DIAGNOSTIC CHECKLIST

SYMPTOMS

GENERAL

Fatigue
Fever of Unknown Origin
Night Sweats
Enlarged Lymph Nodes in the Neck, Armpits or Groin
Unexplained Weight Loss

RESPIRATORY

Persistent Dry Cough
Shortness of Breath not Related to Smoking
Difficulty Breathing

GASTROINTESTINAL

Oral Thrush
Abdominal Cramping
Bloating
Gas
Diarrhea: More Than 1 Month

DERMATOLOGICAL

Herpes Simplex
Herpes Zoster
Suspicious Lesions on the Skin, Mucous Membranes and Lymph Nodes

NEUROLOGICAL

Headache
Disorientation, Confusion
Loss of Memory
Dizziness
Seizure Disorder
Dementia

PAST HISTORY

Sexual Orientation (Heterosexual, Bisexual, Homosexual)
Years Active
IV Drug Use
Tobacco
Recreational Drugs
If “Yes,” Type
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YES
YES
YES
YES
YES

YES
YES
YES

YES
YES
YES
YES
YES

YES
YES
YES

NO
N O
N O
NO
NO

NO
NO
NO

N O
NO
NO
NO
NO

N O
NO
NO

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

YES NO
YES NO
YES NO



Blood Transfusion History
If “Yes,” Date of Last Transfusion
Hemophilia
Previous Sexually Transmitted Diseases

Gonorrhea (Date)
Syphilis (Date)
Condyloma Acuminata (Date)
Intestinal Parasite (Date)
Hepatitis (Type/Status)

Oral Candida
Medications (Type and Dosage)

YES NO

YES NO
YES NO

YES NO
YES NO

Allergies YES NO

PHYSICAL EXAM

Gross Adenopathy
Fever
Malnourished Appearance
Oral Thrush
Papillomavirus
Lymphadenopathy
Dry Cough Induced with Deep Inspiration
Hepatomegaly (Enlarged Liver)
Splenomegaly (Enlarged Spleen)
Abdominal Masses
Abdominal Tenderness
Rectal Lesions
Rectal Ulcers
Condyloma (Wartlike Growths)
Edema

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

Characteristics of Kaposi’s Sarcoma
(Penny-sized Purplish Lesions Appearing on the Skin, Mucous Membranes,
and Lymph Nodes) YES NO

Seborrheic Dermatitis (Dry or Moist Greasy Scales and Yellowish Crusts) YES NO

Shingles (Herpes Zoster-Small Red Flat Areas of Discoloration)
Tinea (Skin Diseases Characterized By Itching, Scaling, Sometimes
Painful Lesions)

YES NO

YES NO
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Molluscum (Skin Disease with Soft Rounded Masses)

OPPORTUNISTIC INFECTIONS

Cryptosporidium Diarrhea
Toxoplasmosis
Esophageal Candidiases
Cryptococcal Meningitis
Ctyptococcal Fungemia
Disseminated Cytomegalovirus
Progressive Mucosal Herpes Simplex
Progressive Multifocal Leukoencephalopathy
Disseminated Mycobacterium Avium-intracellulare

YES NO

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

LABORATORY

TEST: CBC--Complete Blood Count with Differential

SIGNIFICANT FINDINGS/(NORMAL RANGES): Decreased WBC (4,500-11,5OO/mm3), Decreased
RBC (Females: 4.2-5.4 million/mm3; males: 4.6-6.2); Hemoglobin/Hematocrit Indices (HGB: Female:
12-16g/lOOml; Male: 13-18g/l00ml; HCT: Female: 37-48 percent; Male: 45-52 percent)

TEST: Platelet Count

SIGNIFICANT FINDINGS/(NORMAL RANGES): Decreased Platelet Count (150,000-350,000/mm3)

TEST: ESR--Erythrocyte Sedimentation Rate

SIGNIFICANT FINDINGS/(NORMAL RANGES): Increased Sedimentation Rate (Male: 1-13mm/hr.;
Female: 1-20mm/hr.)

TEST: SMAC-12--Sequential Multiple Analysis Computer

SIGNIFICANT FINDINGS/(NORMAL RANGES): Increased LDH (60-120u per ml); Increased ALK
Phosphates (13-39 IU); Increased Transaminase; Increased Serum Globulins (2.3-3.5g/100ml); Increased
Serum Cholesterol (120-255mg/dl); Decreased Iron (50-150mg/dl)

TEST: Amylase

SIGNIFICANT FINDINGS/(NORMAL RANGES): Decreased Amylase (4-25U/ml)
TEST: VDRL

SIGNIFICANT FINDINGS/(NORMAL RANGES): Positive VDRL

TEST: Hepatitis Profile: HBsAG, HBsAB, HAIM

SIGNIFICANT FINDINGS/(NORMAL RANGES): Positive HBsAG, Positive HBsAB, Positive HAIM

TEST: Herpes Simplex Virus/ Cytomegalovirus

SIGNIFICANT FINDINGS/(NORMAL RANGES): Positive Culture, Increased Titers
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TEST: Chest X-Ray

SIGNIFICANT FINDINGS/(NORMAL RANGES): Diffused Interstitial, Infiltrates

PSYCHOLOGICAL ISSUES AND HIV INFECTION

A diagnosis of AIDS or HIV infection may result in some psychological stress for infected persons and their
families. In its late stages, the disease causes extremely debilitating symptoms, making a previously young
and vigorous person very ill in a relatively short period of time. Even at the initial infection stage, changes
in the infected person’s lifestyle may be necessary immediately, thus causing a great deal of stress.

Therefore, mental health and other support services are essential components of a comprehensive health
care delivery system. Given the complexities of the problems accompanying a diagnosis of HIV disease, a
multidisciplinary team approach to psychological services may be an effective method of meeting the
infected inmate’s needs.

stages of Intervention

Infected persons and their families have varied counseling needs throughout the course of HIV disease; and
there are several stages of intervention, from pre-test/post-test counseling to the termination of treatment.
Therefore, at a minimum, mental health professionals should be prepared to address: (1) pre-test and post-
test counseling issues; (2) reactions to catastrophic illness; (3) quality-of-life issues; (4) sexuality and
transmission risks; (5) drug abuse and transmission risks, (6) cultural and personal values; (7) support
systems; (8) infection control; and (9) community medical and mental health resources.

The counseling goals should be to assist the individual to: (1) understand and implement behavioral
changes necessary as a result of HIV infection, including needlesharing and sexual practices; (2) focus on
quality-of-life issues, including taking control of his or her treatment; (3) identify existing support systems
and build new ones; and (4) deal with the multiple effects of the disease and identify effective coping
strategies.

Pre-Test Counseling. Perhaps some of the most critical counseling tasks are those that address the decision
to undergo HIV testing. During pre-test counseling, counselors should:

Explain what the test does and does not measure (i.e., that while it will detect antibodies to HIV
disease, it is not a test for AIDS); how the test is performed; and the likelihood of false-positive
and false-negative results;

Explain “informed consent” and the confidentiality protections regarding test results, including any
state laws requiring the reporting of HIV status to public health authorities;

Ensure that written consent is obtained before the test is conducted (Appendix D is a sample
consent form);

Allow for questions about the test as well as about AIDS and risks for HIV transmission;

Support the inmate’s decision to consent to or defer testing; if the decision is made to take the
test, the person should be told that he or she must return for post-test counseling.
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Post-Test Counseling. Post-test counseling should always be done in person and should include a
comprehensive discussion on the modes of HIV transmission, risk reduction behaviors, and recommendations
for future medical and mental health followup. As in pre-test counseling, post-test counseling should begin
with the counselor introducing or reintroducing himself or herself. The purpose of the meeting should then
be explained, and confidentiality issues should be reviewed briefly.

Providing Negative Test Results. Where the HIV-antibody test is negative, the inmate should be given the
results immediately at the start of the counseling session. According to the AIDS Health Project of the
University of California at San Francisco, the revelation of the test result is best presented “in a
straightforward manner, with direct eye contact and without undue expression of concern.” The counselor
should then caution that, despite the negative test result, risks still remain since HIV antibodies may not
yet have developed at the time of the test.

Emphasizing Risk-Reduction Behavior in HIV-Negative Persons. The inmate’s return appointment to obtain
test results is an opportunity for the counselor to reemphasize the importance of avoiding high-risk behavior,
despite the negative test result. The inmate should be advised against donating blood, plasma, tissue, or
sperm if he or she has used IV drugs.

Concluding Part-Test Counseling for HIV-Negative Persons. The final segment of the post-test counseling
for HIV-negative inmates should be devoted to answering any questions, providing written handout material,
and discussing retesting if the person has had a high-risk exposure within the past three months.

Providing Positive Test Results. The counselor who must inform an inmate of a positive test is presenting
extremely stressful news. Such news requires the counselor’s skill and specific attention to his or her own
demeanor in helping the inmate to process this devastating information.

When informing the inmate of a positive test, the same procedure should be followed as when giving
negative results: the counselor should introduce (or reintroduce) himself or herself, define the purpose of
the session, and give the test result. Once the positive results are given, he or she should resist the urge
to fill the silence. The counselor should assess the person’s verbal and nonverbal cues and then judge when
to discuss the results.

Individuals will react to the news of a positive test in a variety of ways; e.g., shock, disbelief, inability
to speak, anger, sadness, fear, relief, or resignation. The inmate’s response will direct the remainder of the
session, and the counselor who can employ active listening may be most helpful. The inmate needs to be
able to process the information, and the counselor’s ability to convey understanding and to allow freedom
of expression will facilitate this process.

The inmate will need help in understanding what the results mean. It should be reemphasized that a
seropositive test does not diagnose AIDS; it detects antibodies to HIV. It does mean the individual is
infected and can transmit the virus to a sex or needlesharing partner; a woman can pass the virus to her
child during pregnancy or birth and possibly through her breast milk.

Providing Resources, Referrals. A counselor who must tell an inmate of a positive test should have all the
necessary resources available. Inmates with positive tests need assistance in developing a health plan that
focuses on staying as healthy as possible to reduce the possibility of developing AIDS. Inmates should
understand that AIDS develops when the virus multiplies sufficiently to overwhelm the body’s defense, or
immune system. Inmates also need to learn strategies for coping with the interpersonal implications of the
positive test result.

The inmate with a positive test result should be referred to the medical unit for evaluation, particularly
for the presence of TB, HBV, and other infections.

Addressing Risk-Reduction for HIV-Positive Inmates. The post-test counseling session for the HIV-positive
inmate should focus on risk-reducing behavior. Depending on how much information the inmate can
assimilate at this time, the counselor should present information on the importance of avoiding IV drugs
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and needlesharing, as well as on abstaining from sex or using a condom to avoid passing or receiving body
fluids. The inmate should be advised strongly against donating blood, plasma, body organs, tissue, or sperm.
Women should be advised against becoming pregnant, and men should be advised against causing pregnancy.
If appropriate, the inmate should be referred to a drug treatment program.

Informing Partners, Family of Positive Test Results. The inmate should be assisted in developing a plan for
managing the test information and for determining who should be informed and how. The counselor should
be aware of the profound impact a positive test result will have on the inmate and should assess the
inmate’s ability to notify sex and needlesharing partners as well as “significant others.” The counselor’s role
should be to focus solely on providing emotional support while discussing methods for informing these
persons. Role-playing a potentially difficult situation may be effective.

Concluding Post-Test Counseling of HIV-Positive Inmates. The inmate who receives a positive test result
needs both time and emotional support; the counselor should recognize that the test result is just a first step
in a very long process. Life changes may be indicated, and individuals need a framework from which to
facilitate these changes. Education, support, and access to resources are some of the basics a counselor can
provide to inmates.

Counseling Guidelines After Diagnosis and Treatment. While the time of diagnosis is a particularly stressful
period for HIV-infected persons, it may be a time that is often neglected by mental health professionals
(Grossman, 1984). At this stage, persons may: (1) attempt to deny the potential fatality of the disease; (2)
have enormous difficulty admitting the high-risk behaviors that exposed them to infection; and (3) be unable
to cope with the fear and rejection expressed by their families and friends (Christ, 1986; Coppola and
Zabarsky, 1983).

As the disease progresses, the physical symptoms of AIDS, such as progressive dementia, severe weight
loss, weakness and fatigue, blurred vision or blindness, and multiple infections also have psychological effects
on the infected person. Further, some of the specific treatments currently available cause severe side effects,
may require multiple hospital visits or painful tests and procedures, and are extremely expensive. Added
to the stress of these problems is the fact that some treatments must be terminated because of their adverse
effects; thus, the person is left with an increased fear of the disease’s renewed progression (Christ, 1986).

Some research has indicated that a diagnosis of AIDS may be a significant risk factor for suicide. For
example, a study conducted by the New York Department of Health reported that the risk of suicide in
persons with AIDS is substantially higher than in the general population (Marzuk, et al., 1988). The study
reported that men aged 20-59 years with a diagnosis of AIDS are approximately 36 times more likely to
commit suicide than men in the general population. Further, the suicide is likely to occur within six months
of diagnosis.

Finally, since persons with AIDS are often abandoned by family and friends and are thus relying on a
network of social service providers to meet their needs, ongoing mental health and social services are
essential. Such services should include: (1) support groups for infected persons, their sexual partners, and
family members; (2) education; and (3) referral to community resources, drug and alcohol treatment
programs, cancer counseling, and the Social Security Administration.

Agencies should establish policies and guidelines that specifically address the psychological and social
needs of HIV-infected inmates. Figure 10.2 provides sample assessment and treatment guidelines for mental
health service providers working with HIV-infected persons.
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Figure 10.2

GUIDELINES FOR MENTAL HEALTH SERVICE PROVIDERS

Understand the Treatment Goal. The goal of counseling persons with AIDS differs markedly from traditional
psychotherapeutic treatment objectives. Treatment often means just being with the person, listening to his
or her needs, and providing empathetic support. The sharing of intense emotions helps to dilute the AIDS
patient’s feelings of isolation and grief. It is essential to allow the person to express fears about the disease
and about dying and to recognize the stages of coping with a terminal illness that are exhibited. When
working with a dying person, empathy is often the most effective tactic--where there exists an honest, direct
counselor-patient relationship.

Be Aware of Control Issues. Persons with AIDS tend to become passive recipients of medical treatment
dictated by physicians. Medical treatment may seem impersonal and frustrating and may lead to a sense of
helplessness. AIDS patients should be encouraged to take as active a role in treatment as possible and
should be encouraged to ask questions about their treatment.

Assist the Patient. Assistance in the form of helping AIDS patients to do things they can do for themselves
is not assistance. “Overhelping” can lead a person to develop a sense of passivity, dependency, and
helplessness and can reinforce a sense of imminent decline. Persons with AIDS should be encouraged to
do as much as they can within the limitations imposed by their health.

Encourage the Patient to be Vocal and Expressive. Family and friends often try to avoid discussing the disease
and possible death. They may tell the AIDS patient that he or she is morose, depressing, or engaging in
negative thinking by initiating discussions about mortality. Mental health professionals should not assume
that the AIDS patient does not wish to discuss the issues of death and dying; however, it is important to
allow the person to lead in these topics.

Permit Denial. If the AIDS patient is obviously utilizing the defense mechanism of denial, the counselor
should allow it, as long as medical care is not compromised as a result. The failure to accept one’s
prognosis is not usually damaging. Denial reduces stress, assists in coping, and helps maintain a positive
quality of life.

Recognize Fear of Abandonment. Mental health professionals should recognize that the fear of abandonment
may occupy a central position in the HIV-infected person’s mind. Fear of death is usually greater when
faced without family and friends.

Provide Reliable, Consistent and Continuous Support. The support offered by mental health professionals
must be reliable, consistent, and continuous. Since therapy primarily involves the therapist’s being available
to the client, it is important that counselors make commitments to themselves and to their patients to be
available. Patients should be advised far in advance of a counselor’s plans to be out of town. Arrangements
should be made for backups. Additionally, patient followup should be conducted regularly to ensure
continuity of care after referral to other services.

Be Sensitive to the Patient’s Social Unit. Patients do not live in vacuums. They are surrounded by friends
and family members, and they can experience as much stress from these persons as they do from the disease
itself. Counselors should obtain the patient’s permission to consult with friends and family to make them
aware of the infected person’s support needs.

Allow Time for the Therapeutic Alliance to Develop. It takes time to establish trust and to cultivate an
ongoing, accepting counselor-patient relationship.
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Avoid Statistics. Statistics may not be helpful for persons with AIDS. Discussions of mortality rates can
lead to pessimism, self-defeatism, and helplessness. Further, overall statistical data may not be relevant for
individual cases.

Maintain Regular Contact with the Patient’s Primary Physician if Possible. It is not unusual for patients to
misconstrue doctors’ statements. Anxiety often interferes with listening and comprehension. Therefore, it
is important for counselors to consult with patients’ doctors and hospitals; however, they must obtain
written permission from their patients to do so.

Accept Being Used as a "Dartboard." Counselors should recognize their need for a “thick skin.” Patients
will find many reasons to become angry and often will direct this anger at whatever or whoever is present.
Counselors should not personalize these attacks; rather, they should engage the patient in dialogue.

Be Alert to Suicidal Feelings. Counselors should be vigilant for suicidal feelings and behaviors that may
present themselves in persons with AIDS. This may be particularly important in correctional facilities,
where the inmate may become very depressed from the combination of incarceration and terminal illness.

Clearly, medical and mental health professionals must work as a team to provide the most
comprehensive care to HIV-infected persons. Further, as treatment for HIV disease and theories of case
management evolve, HIV-infected persons will need early and appropriate diagnosis, coupled with support,
counseling, and compassion.

67



GUIDELINES FOR COURT PERSONNEL

The methods of HIV transmission have been well documented and are limited to intimate sexual contact
and direct contamination with infected blood or blood products.

1 Since these are not factors in courtroom
situations, court personnel, including judges, attorneys, jurors and court officers need to use no special
precautions when persons suspected of or known to be HIV-infected are brought before them. Court
personnel need to understand that HIV-infected persons pose no risk to their health or safety.

INCIDENTS NOT SHOWN TO TRANSMIT HIV

All court personnel should be aware of medical research findings that clearly indicate that HIV is NOT
airborne and is NOT spread by any of the following:

Sneezing, coughing, or spitting;

Handshakes or other nonsexual physical contacts;

Contact with an infected person’s tears, urine or perspiration;

Using toilet seats, drinking fountains, bathtubs, showers, eating utensils, dishes, or linens used
by infected persons;

Eating food prepared or served by infected persons;

Handling articles worn by infected persons;

Being around an infected person, even on a daily basis, over a long period of time.

Therefore, HIV-infected persons who are not bleeding should not be restricted from using telephones,
drinking fountains, rest rooms, or eating facilities during court recesses simply because of their illness.

RESPONSES TO PERSONS WHO ARE VIOLENT OR WHO REQUIRE CPR

Court personnel, like public safety or emergency response workers, may encounter individuals who are
violent or who may require CPR. Thus, court officers should be trained to use universal blood precautions
as outlined by CDC.2

Although saliva does not pose a risk for transmitting HIV, court officers should be trained to perform
CPR with a one-way valve mask to prevent the transmission of airborne viruses and bacteria. It should be
noted that an assaultive person who is spitting or throwing urine poses no threat of contamination since
these fluids are not known to transmit HIV.

1 Refer to Chapter III for a complete discussion of the methods of HIV transmission.

2 For a complete discussion on universal precautions, see Chapter V and CDC, MMWR, Vol. 36, No.
2S, 1987.
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HANDLING OF PHYSICAL EVIDENCE

During trial, clothing or other articles worn by the defendant may often be submitted as physical evidence
to be examined by jurors. Attorneys and jurors may have concerns about handling such articles, particularly
if they belong to an individual suspected of or known to have HIV infection. Such concerns are unnecessary,
however, since the virus cannot be transmitted by handling contaminated clothing. Furthermore, general
principles of good hygiene would dictate that any pieces of evidence which have been soiled by blood, body
fluids or other hazardous materials will be properly packaged to ensure sanitary handling.

LEGAL REPRESENTATION FOR THE HIV-INFECTED PERSON

HIV-infected persons have a right to the same legal protections and representation as other individuals.
Therefore, it is imperative that attorneys representing clients who may be HIV-infected understand that they
are at no risk for infection through day-to-day contact with their clients. In response to the concerns of the
legal community, the American Bar Association has published guidelines addressing the legal system’s
appropriate response to HIV infection (ABA, 1988).
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CHAPTER XII

GUIDELINES FOR TRAINING STAFF AND INMATES

A recent National Institute of Justice survey of HIV-related issues facing correctional institutions noted the
progress which has been made in the area of training and education for both staff and inmates (Hammett,
1989). However, while many correctional systems have developed comprehensive AIDS-related education
programs, staff and inmate training must be a continuing process; those responsible for program development
must keep abreast of innovative training methods and resources.

Correctional officers continue to have concerns about the risks of HIV and HBV infection from violent
confrontations with inmates, from responding to suicide attempts where there may be a considerable amount
of blood involved, from needlestick injuries, and from cleaning up blood and body fluid spills. Additionally,
officers may still have fears and misconceptions regarding the risk for HIV and HBV infection when
administering CPR.

To ensure that officers perform their duties effectively and without unnecessary fear, training programs
must be implemented in a timely and systematic manner, comprehensively addressing: (1) how HIV and
HBV are spread; (2) personal prevention practices; (3) universal precautions; (4) protective equipment; (5)
specific workplace prevention practices, including the cleaning up of blood and body fluid spills; and (6)
the management of exposures.

Additionally, managers should be educated about a range of issues addressing HIV disease, including
policies affecting infected employees; housing policies for infected inmates; confidentiality protections;
employee and inmate testing; and policies regarding condom distribution within the facility.

Training is particularly important for those jurisdictions lacking a great deal of experience with HIV-
infected inmates. It is perhaps in these jurisdictions that fear is greatest and that education can have the
most impact by allaying misconceptions before the first cases of HIV infection are identified.

STAFF TRAINING ISSUES

Staff training curricula should address general medical and legal issues related to HIV disease as well as
specific procedures for correctional staff during all phases of their work. Thus, at a minimum, training
programs for correctional staff should address the following:

Epidemiology of HIV disease;

Causes, symptoms and transmission of HIV disease;

Legal and liability issues within correctional facilities;

Universal blood precautions and infection control procedures;

Initial response and arrest procedures;

Intake/booking and classification procedures;

Administrative and management issues;

Mental health and counseling issues for HIV-infected inmates.
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GUIDELINES FOR TRAINING AND EDUCATION OF CORRECTIONAL STAFF

As a first step in training staff, correctional administrators should establish training as a priority within the
facility’s policies. Administrators should then identify an individual within the facility to be responsible for
all AIDS education activities, thus ensuring that educational materials will be continuously updated and that
followup training will be conducted as necessary for both staff and inmates.

A training needs assessment survey is a helpful tool for evaluating the staffs training experience and
needs surrounding HIV disease. These surveys vary from comprehensive departmental assessments to brief,
issue-oriented assessments that focus on specialized topics of concern. Survey results may help trainers
determine both long- and short-term staff training needs.

A less formal way to assess staff training needs is to design and conduct a pre-test of HIV-related
issues. Pre-test results can identify specific knowledge gaps concerning HIV disease as well as staff
responsibilities and departmental policies and procedures. The test may be administered again upon
completion of training to gauge program effectiveness. Figure 12.1 is a sample pre-test/post-test.

Training Methods

A variety of training methods may be employed, including the following:

Presentations by trained facility staff or professionals from the community with expertise in
medical, legal, and correctional management issues;

While the length of the training sessions may vary, adequate time must be allocated to ensure
that all staff thoroughly understand the nature of HIV disease and their respective roles and
responsibilities in responding to infected inmates;

Sessions involving audiovisual materials and a trainer to facilitate group discussions;

Dissemination of written materials that clearly and thoroughly describe guidelines and/or
departmental policies and procedures;

Dissemination of written materials that address general questions about HIV disease and its
transmission.

Regardless of the presentation mode, training sessions must be responsive to the needs of all
correctional staff and should be regularly updated.

Training Objectives

Training objectives should clearly describe what knowledge and skills staff should acquire as a result of the
session. At the completion of the training, staff should be able to:

Explain the difference between HIV seropositivity and a diagnosis for AIDS;

Identify how HIV and HBV are and are not transmitted;

Recognize who is at risk for infection;

Identify personal behaviors and practices that protect persons from risk of HIV and HBV
infection;

Describe universal blood precautions;
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l Describe the proper procedures for cleaning up blood and body fluid spills, patdowns and cell
searches, CPR, and intake and classification of HIV-infected inmates;

ll Identify local laws and departmental regulations addressing HIV disease.

Both CDC and the National Sheriffs’ Association have developed model training programs for public safety
officials (CDC, 1989, Laszlo, 1990). A model staff training curriculum, including both “core” and “elective”
modules, is presented in Figure 12.2. Core modules are those which are fundamental to an understanding
of: (1) how HIV and HBV are transmitted; (2) universal precautions; and (3) the legal/liability issues
involved in managing both inmates and employees who may be infected. Elective modules address
specialized issues for correctional facilities.

Throughout the development and implementation of this training program, trainers are encouraged to
work with a multidisciplinary team of instructors, including medical and legal experts, infection control
experts, correctional officials, and community service providers.

GUIDELINES FOR INMATE TRAINING

Timely, accurate inmate education is an essential component of any comprehensive effort to minimize the
spread of infection within the correctional facility and to eliminate fear and misunderstanding.

Of primary concern to inmates are the causes, symptoms and methods of transmitting HIV as well as
the ways to reduce or eliminate the risk for infection. Educational programs should focus on the following
topics:

Definition of HIV seropositivity and AIDS;

Means of transmitting HIV and HBV, including high-risk practices;

Contacts which do not transmit HIV and HBV,

Causes and symptoms of HIV infection;

Infection prevention while incarcerated;

Infection prevention during conjugal visits and after release.

Program participation may be voluntary or mandatory, depending on departmental regulations regarding
inmate education programs. However, it is strongly recommended that inmates receive AIDS-related education
as soon as possible after intake. For inmates who will be released within a short time, prompt education is
particularly important, as it may be the only opportunity the correctional system will have to impact
infection prevention behavior.

Inmate education sessions should be clear, concise, practical, and in language understandable and
culturally sensitive to the inmate population. Methods of preventing HIV transmission should be clearly
and thoroughly explained.

Training Methods

A variety of methods may be used to educate inmates, including the following:
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Sessions led by staff or community outreach workers who are providing services to HIV-infected
persons;

Sessions involving audiovisual materials and a facilitator to answer questions and conduct group
discussions;

Audiovisual education followed by individual, private counseling sessions with medical or mental
health staff regarding behaviors that may place the inmate at risk for HIV or HBV infection;

Dissemination of written materials, including posters, brochures, comic books and pamphlets that
specifically address inmates’ concerns and questions about HIV disease. These materials should
be designed with an understanding of the inmate’s reading comprehension level and printed in the
language best understood by the inmate (e.g., Spanish, French, Chinese, Braille). Many
educational materials specifically targeted at the inmate population have been developed by
national and local organizations. CDC, the National AIDS Information Clearinghouse, the
National Sheriffs’ Association, and the American Red Cross are but a few of the national
organizations that have designed inmate educational materials. At the local level, the state AIDS
Coordinators, the Departments of Public Health, and the local chapters of the American Red
Cross provide education and training services that may be very effective for the correctional
setting. Since information about HIV disease is continually expanding, trainers must be vigilant
to new and appropriate sources of training and educational materials for both staff and inmates.

Training Objectives

At the completion of the education program, inmates should be able to:

Differentiate between HIV seropositivity and a diagnosis of AIDS;

List the ways HIV and HBV are transmitted;

List the ways HIV and HBV are not transmitted;

List behaviors and practices that reduce or eliminate the risk of infection;

Name community medical and mental health resources that provide services for HIV-infected
persons and their families.

Model Inmate Training Curricula

Model inmate training curricula are presented in Figure 12.3.
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1.

2. What evidence is required to make a diagnosis of a case of AIDS?

The HIV virus is easily killed by soap and water.

In its later stages, HIV can be spread by casual contact.

You cannot contract HIV infection by doing patdown searches.

HIV is transmitted through the following ways (circle all
correct responses):

7.

s.

9.

10.

Figure 121

ACQUIRED IMMUNE DEFICIENCY SYNDROME PRE/POST TEST

A positive HIV antibody test means that the person (circle all correct responses):

a. will, in all likelihood, develop AIDS.

b. has developed antibodies to the HIV virus.

c. needs to restrict his/her normal day-to-day contacts.

d. has AIDS.

e. may need to modify his/her sexual practices.

f. has been exposed to the AIDS virus.

a. sharing eating utensils.

b. contaminated clotting factor used by hemophiliacs.

c. mother to fetus.

d. exchanging body fluids, such as blood or semen.

e. sharing toothbrushes.

f. sharing needles.

HIV-infected persons carry high concentrations of the virus
in their saliva and tears.

There are no documented cases of HIV infection by giving CPR.

Latex gloves are an effective barrier against HIV or HBV.

Correctional facilities may refuse to hire officers whom they
know to be HIV infected.

True False

True False

True False

True False

True False

True False

True False
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11. A bleach solution (1:100) is adequate to kill the viruses that
cause AIDS and hepatitis B on equipment and environmental surfaces.

12. The most effective way for HIV or HBV to be transmitted in an
occupational setting is through a needlestick.

Figure 122

TRAINING MODULES FOR CORRECTIONAL STAFF

CORE MODULES

Module 1: Introduction and Overview of Program

Module 2: The Medical Issues: Causes, Symptoms and
Transmission of HIV and HBV

Module 3: The Legal Issues: Employment, Discrimina-
tion, Confidentiality, Housing and Testing

Module 4: Universal Blood Precautions: Preventing
the Transmission of HIV and HBV

Module 5: State Laws and Departmental Regulations

ELECTIVE MODULES

Module 1: Intake and Classification of HIV-infected
Inmates

Module 2: Guidelines for Medical and Mental Health
Staff within Correctional Facilities

Module 3: Policy Issues for Correctional Administrators

Module 4: Guidelines for Court Personnel

Figure 123

TRAINING MODULES FOR INMATES

The following modules are recommended for inmate education programs.

Module 1: Introduction and Purpose of Training

Module 2: Causes, Symptoms and Methods of HIV and HBV Transmission

Module 3: Guidelines for Preventing Infection

True False

True False

Module 4: Community Medical and Mental Health Resources
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GLOSSARY

ACUTE (disease) - A disease of short duration, sometimes severe, and usually with an abrupt onset (as
opposed to chronic disease).

AIDS (acquired immune deficiency syndrome) - An acquired illness of the immune system which reduces
the body’s ability to fight special types of infection and cancer. The human immunodeficiency virus (HIV)
is thought to be the cause of this illness, which is transmitted through intimate sexual contact, in particular,
anal and vaginal intercourse, direct exposure to infected blood or blood products, and from an infected
woman to her fetus or infant. The data on oral sexual transmission are unclear. Once the immune system
is impaired, persons who are diagnosed as having AIDS may easily develop one or more specific
opportunistic infections or rare cancers which become life-threatening. Of persons officially diagnosed as
having AIDS for three or more years, over 80 percent have died.

A person must have specific diseases to be diagnosed officially as having AIDS and to be reported to the
Centers for Disease Control. These diseases, defined separately in the following section, generally include
unusual forms of bacterial, fungal, and viral infections, as well as rare cancers.

AIDS DEMENTIA - A degenerative disorder of the brain and central nervous system caused by infection
with HIV that leads to progressive deterioration of mental and neurological functions. AIDS dementia is
reported to occur in approximately 70 percent of AIDS patients. Symptoms include memory loss; mood
shifts; depression; difficulty in concentrating; and motor impairment; including difficulty walking and
weakness in arms and legs.

AMNIOTIC FLUID - The watery fluid that surrounds the fetus or unborn child in the uterus.

ANTIBODY - Special protein developed by the body’s immune system in response to exposure to specific
foreign agents. A given antibody exactly matches a specific agent that causes an infection, much like a key
matches a lock; the antibody then helps to destroy the infectious agent.

ANTIBODY POSITIVE - A term used to describe the result of a test or series of tests that detect the
presence of antibodies in blood. Positive results mean that antibodies are present.

ANTIGEN - A substance, such as HIV, that is foreign to a person’s body. An antigen causes the immune
system to form antibodies to fight the antigen.

ANTIVIRAL DRUG - A drug that can interfere with the life cycle of a virus.

ARC (AIDS Related Complex) - Some HIV-infected people may go for a long period without developing
the specific, life-threatening conditions that identify AIDS. However, these people may develop other
illnesses and symptoms indicative of impaired immune responses; i.e., weight loss, chronic fatigue, lethargy,
swollen glands, persistent diarrhea, low-grade fevers, and oral thrush. Such persons are said to have ARC.
Currently, it is believed that a person may continue to have ARC without progressing to AIDS for an
indefinite number of years.

ASYMPTOMATIC - Without subjective or objective signs of illness. People who are infected with the AIDS
virus (HIV), as evidenced by the presence of HIV antibodies, may show no symptoms of disease. Currently,
scientists believe that 10-40 percent of persons who are infected with the HIV will develop AIDS within 5
years; approximately 25 percent may develop lesser forms of the disease; the remaining persons may remain
asymptomatic for longer, possibly indefinite periods.
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ASYMPTOMATIC HIV SEROPOSITIVE - The condition of testing positive for HIV antibody without
showing any symptoms of disease. A person who is HIV-positive, even without symptoms, is capable of
transmitting the virus to others.

AZT - The first FDA-approved drug used to treat AIDS.

BLOOD/BODY FLUID PRECAUTIONS - Special medical procedures to prevent exposure to infected blood
or body fluids. Appropriate infection control procedures include the use of protective gloves; gowns, if it
is likely that clothing would be soiled by infected blood or body fluids; and masks, if there is a chance of
splattering blood.

BLOOD/BRAIN BARRIER - A natural defense mechanism that protects the brain by keeping certain drugs
and other chemicals or toxins that may be present in the body from reaching the brain.

BODY FLUIDS - Fluids that the body makes; i.e., semen, blood, vaginal secretions, and breast milk.

CARRIER - A person who is apparently healthy but is infected with some disease-causing organism (such
as HIV or HBV) that can be transmitted to another person.

CENTERS FOR DISEASE CONTROL (CDC) - Federal health agency that is a branch of the U.S.
Department of Health and Human Services. The CDC provides national health and safety guidelines and
statistical data on AIDS and other diseases.

CHRONIC (disease) - Lasting a long time, or recurring often.

CONTACT TRACING - When public officials: (1) actively seek the names or trace the identity of persons
who have come in contact with or have been exposed to a disease; and (2) actively notify these contacts
concerning their possible exposure to the disease. Contact tracing is most commonly associated with certain
contagious, highly infectious diseases, such as syphilis, HIV, or other sexually transmissible diseases.

CONTAGIOUS DISEASE - An illness caused by a specific infectious agent (i.e., a virus, bacteria, fungus)
that is transmitted, directly or indirectly, from an infected person to a susceptible host.

CONTROLLED CLINICAL TRIAL - A clinical study in which two or more therapies are compared, and
the decision as to which patient receives which therapy is often determined by chance. Some of these studies
involve a “placebo,” usually a pill that looks like the drug being studied but does not contain any active
ingredients. Such research is referred to as a “blind study”; i.e., the patient does not know which treatment
he is receiving. “Double blind” studies refer to trials in which neither doctor nor patient know which drug
the patient is receiving.

CYTOMEGALOVIRUS - (CMV) A viral infection that may occur without any symptoms or result in mild
flu-like symptoms. Severe CMV infections can result in hepatitis, mononucleosis, or pneumonia. CMV is
“shed” in body fluids (urine, semen, sputum and saliva). In the presence of immune deficiency, such as AIDS,
it can also affect other internal organs and vision, sometimes leading to blindness.

DECONTAMINATION - Removing disease-causing agents, thus making the environment or specific object
safe to handle.

DIAGNOSIS - Identifying a disease by its signs, symptoms, course, and laboratory findings.

ELISA Test (Enzyme Linked Immunoabsorbent Assay) - A simple, rapid, sensitive blood test that measures
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antibodies to HIV proteins. The ELISA test was licensed by the Food and Drug Administration in 1985 to
screen blood supplies only. As a blood screening test, the ELISA is highly sensitive and produces a small
number of “false positive” and “false negative” test results. Because false positives are produced, and the virus
has a long incubation period, ELISAs are usually repeated if the first test is positive. If the patient tests
positive a second time, then a more specific test, the Western Blot, is performed to confirm the results.

ENDEMIC - The constant presence of a disease or infectious agent, like a virus, within a geographic area
or defined population. For example, HIV infection is estimated to be present in a large percentage of certain
well-defined groups and is now considered to be endemic in that population.

EPIDEMIC - When an illness or disease occurs in a region, population or community clearly in excess of
what is expected.

EPIDEMIOLOGY - The study of the incidence, distribution, and control of a disease in a population.

ETIOLOGY - The causes or origins of disease.

EXPOSURE - The act or condition of coming in contact with, but not necessarily being infected by, a
disease-causing agent.

FALSE NEGATIVE - Incorrect test result indicating that no antibodies are present when they are.

FALSE POSITIVE - Incorrect test result indicating that antibodies are present when they are not.

HBIG - Hepatitis B immune globulin, which is a preparation that provides some temporary protection
following exposure to HBV if given within 7 days after exposure.

HELPER/SUPPRESSOR T-CELLS - White blood cells that are part of the immune system.

HEPATITIS B (HBV) - A viral infection that affects the liver. The effects of the disease on the liver can
range from mild, even inapparent, to severe or fatal.

HIGH-RISK BEHAVIOR - A term that describes certain activities that increase the risk of transmitting
HIV or HBV. These include anal intercourse, vaginal intercourse without a condom, oral-anal contact, semen
in the mouth, sharing intravenous needles.

HIV - (human immunodeficiency virus) the virus that causes AIDS. This specific AIDS retrovirus has been
identified as destroying the body’s immune system, making it susceptible to life-threatening, opportunistic
infections or rare cancers. The HIV is believed to be a relatively new virus. It is particularly resistant to
treatment, as the HIV genetic material is incorporated into the healthy genetic material of the blood cells
and is reproduced. Because the HIV genetic material is reproduced, individuals who are infected with the
virus remain carriers for the rest of their lives. The virus has a long incubation period; thus, it may be a long
time between the point when a person is infected and when the antibodies can be detected (anywhere from
two weeks to six months). It may also take up to five years or more before the disease becomes apparent
and is diagnosed.

HIV-II - A retrovirus identified by the Pasteur Institute in Paris that has currently been isolated among West
Africans and a small number of AIDS patients in France, West Germany and Great Britain. The virus is
capable of causing clinical symptoms that are similar to those found in patients with AIDS and related
disorders. In spite of this, HIV remains the main cause of concern for public officials and the general public.

HIV ANTIBODY POSITIVE - A test result indicating that HIV antibodies are found.
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HIV ANTIBODY SCREENING TEST - A blood test that reveals the presence of antibodies to HIV.

HIV ANTIGEN POSITIVE - The result of antigen testing where it has been found that HIV is present.
Antigen testing can be useful in predicting the progression of HIV infection and monitoring treatment.

HIV DISEASE - The term to describe the spectrum of HIV infection, chronologically described as a
progression from asymptomatic seropositive to AIDS.

IMMUNE STATUS - The state of the body’s immune system. Factors affecting immune status include
heredity, age, diet, and physical and mental health.

IMMUNE SYSTEM - A complex network of organs and cells that allows the body to defend itself against
infections and substances which are foreign to the body.

IMMUNOSUPPRESSED - A condition or state of the body in which the immune system does not work
normally.

INCIDENCE - The number of new cases of a disease over a specified period of time.

INCUBATION PERIOD - The time period between infection and appearance of disease symptoms or
clinical signs. Based on current data, the incubation period for the AIDS virus is estimated to range up to
five or ten years. (See also latency period.)

INFECTION - A condition or state of the body in which a disease-causing agent has entered it.

INFECTIOUS DISEASE - An illness that results from the entry, development or multiplication of a disease-
causing organism. Not all infectious diseases are highly contagious or easily communicable to other people.
Although HIV is highly infectious, it is not easily or casually transmitted.

INFORMED CONSENT - When it is documented that a patient has been counseled by trained counselors
about the positive as well as negative implications of undergoing a procedure and the patient agrees, in
writing or verbally, to undergo that procedure.

INTRAVENOUS (IV) DRUGS - Drugs injected by needle directly into a vein.

LATENCY PERIOD - The time period between infection and appearance of disease symptoms or clinical
signs. Based on current data, the latency period for the AIDS virus is estimated to range up to five or ten
years. (See also incubation period.)

MMWR - (Morbidity and Mortality Weekly Report) a CDC weekly publication that gives information on
current trends in the nation’s health.

MUCOUS MEMBRANE - A moist layer of tissue that lines the mouth, eyes, nostrils, vagina, anus, or
urethra.

MUTATION - A change in the genetic component of a human cell (i.e., DNA or RNA) that can cause the
cell not to produce proteins or can change the proteins that are made.

NON-INTACT SKIN - Skin that is chapped, abraded, weeping, or that has rashes or eruptions.

OPPORTUNISTIC INFECTION - A type of infection that is usually warded off by a healthy immune
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system. If the immune system is not strong and effective, this type of infection “takes the opportunity” to
harm the body.

PATHOGEN - A disease-causing substance.

PEDIATRIC AIDS - Clinical AIDS in children under 13. Because more common or even rare congenital
infections and congenital immune-related diseases must be eliminated as a cause of illness, a working
definition of pediatric AIDS is open to more interpretation.

PERCUTANEOUSLY - Entering the body through the skin, for example, by needlestick or on broken skin.

PERICARDIAL FLUID - A clear fluid contained in the thin. membranous sac that surrounds the heart.

PERINATAL - Happening just before, during, or immediately after birth.

PERITONEAL FLUID - Fluid contained in the membrane lining of the abdominal cavity.

PERSONS WITH AIDS (PWA) - A preferred term for a person diagnosed with AIDS.

PLEURAL FLUID - Fluid contained in the membrane that covers the lung and lines the chest cavity.

PNEUMOCYSTIS CARINII PNEUMONIA (PCP) - A lung infection that has been common among people
infected with HIV or diagnosed with AIDS.

PREDICTIVE VALUE - The likelihood that an individual with positive test results actually has the disease
(i.e., is a true positive), or that one with a negative test does not have the disease (i.e., is a true negative).
The predictive value of a positive test is equal to the number of true positive individuals divided by the
number of all positives identified. Because the HIV antibody tests were designed to be highly sensitive and
accurately identify as many true positives as possible, they have a very high predictive value, especially when
used in high-risk populations, where the number of diseased people is high. The predictive value of positive
test results generally decreases when performed in low-risk populations, where there are few diseased
persons.

PREVALENCE - The number of people in a given population who have a disease, usually measured at a
specific point in time.

RETROVIRUS - A special group of viruses that are proven to cause a variety of diseases in animals. A
special type retrovirus, the human immunodeficiency virus (HIV), is believed to be the virus which causes
AIDS.

REVERSE TRANSCRIPTASE - The enzyme unique to retroviruses that allows them to copy RNA to DNA
and replicate themselves in the genetic material of the cell.

RISK FACTORS - Any personal characteristic or behavior that increases the likelihood that a person will
be affected by a given condition. The risk factors that are believed to increase the chances of transmitting
HIV infection include engaging in intimate sexual contact (in particular, vaginal or anal intercourse) without
a condom, sharing IV needles, and other activities which involve the exchange of infected body fluids. Co-
factors are additional characteristics or other conditions that work with other risk factors to increase the
chances of getting a disease. For instance, having a diagnosed sexually transmissible disease or already
weakened immune system are believed to be co-factors or increase the chances of being infected with HIV
or progressing to ARC or AIDS.
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SAFE SEX - Sexual practices that involve no exchange of blood, semen, or vaginal secretions.

SCREENING - The process of identifying undetected disease by using tests, examinations or other
procedures. These are usually simple, quick procedures that can be applied to large numbers of people. The
tests are used to separate apparently well individuals who probably have a disease from those who probably
do not. A screening test is not designed to diagnose a disease. It is important for persons testing positive
on a screening procedure to be diagnosed and receive appropriate treatment, if necessary. Generally,
screening tests are directed towards or used in populations considered to be at high risk of contracting a
disease.

SENSITIVITY - The ability of a screening test to identify individuals with a disease or condition; i.e., to
identify “true positives.” Most HIV antibody tests are highly sensitive, with the sensitivity of currently
licensed tests averaging 99 percent or greater under optimal laboratory conditions. However, the sensitivity
of the tests, or their ability to identify true positives, may vary according to the manufacturer of the test kit
used, the prevalence of HIV infection in the test population, the quality assurance standards employed by
the testing laboratory, the interpretation of the test results, and the standardization of values to determine
the presence of HIV antibodies.

SEROCONVERT - When the status of a person’s blood changes from being seronegative to seropositive.
Because it may take from two weeks to six months for HIV antibodies to appear, and thus for a person to
seroconvert, it may be necessary to retest high-risk patients who originally test negative after this period of
time.

SEROLOGIC TEST - Any of a number of tests that are performed on blood. Usually refers to a test that
measures antibodies to a virus.

SERONEGATIVE - The status of a person’s blood when it is tested and the results cannot confirm that
HIV antibodies are present. Generally, a person is considered to be seronegative if: (1) the initial ELISA
is negative; (2) the initial ELISA is positive and the repeat ELISA is negative; or (3) both ELISAs are
positive and the Western Blot is negative.

SEROPOSITIVE - A condition in which antibodies to a disease-causing agent are found in the blood, a
positive reaction to a blood test. The presence of antibodies indicates that a person has been exposed to the
agent.

SEROPREVALENCE - The relative frequency or number of individuals in a given population or community
whose blood tests positive for an infection, in this case for HIV infection.

SIGNIFICANT EXPOSURE TO HIV INFECTION - A person is believed to be at particularly high risk
of contracting HIV infection if he or she:

Is or was a sexual partner of an HIV-infected male;

Has shared needles with an HIV-infected drug user;

Was injected with or has broken or abraded skin exposed to substantial amounts of blood or body
fluid from HIV-infected persons;

Has received blood, semen or body organs donated by an HIV-infected patient;

Is a child born to an HIV-infected mother.
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Vaginal intercourse allows for male-to-female transmission, but less frequently than does anal intercourse.
Female-to-male transmission via vaginal intercourse is believed to be a less-frequent means of transmitting
the infection. Persons who have non-sexual contacts with HIV-infected individuals via other means, such as
through sharing residential or workplace facilities or even through casual kissing are not at high risk for
infection. Therefore, these persons are not considered to have had significant exposure to HIV infection.

SPECIFICITY - The ability of a screening test to identify correctly people who do not have a specific disease
or condition. To increase the chances that true negatives are identified using HIV antibody tests, a series
of three tests are usually given. An individual must test positive on all three to be found positive. The
specificity of currently licensed ELISA tests is 99 percent if repeat tests are completed.

STERILIZATION - Destruction of all microbial life by means of steam, gas, or liquid agents.

SUBCUTANEOUS - Beneath or introduced beneath the skin (for example, subcutaneous injections).

SURVEILLANCE - Surveillance of disease involves collecting, analyzing and interpreting public health data.
This is done systematically and on an ongoing basis to study how disease occurs and spreads through the
population. The data may also be used to help design programs to help prevent and control the spread of
disease.

SYNDROME - A collection of signs and symptoms that occur together.

TESTING - Using tests on an individual, case-by-case basis to screen for or to confirm the presence of
disease.

T-LYMPHOCYTE (T CELL) - A type of white blood cell that is essential to the body’s immune system
in its fight against infection. T cells help regulate the production of substances called antibodies. T4
lymphocytes are a special subset of T cells. T4 cells start the body’s immune response and help the body
protect itself against viruses, parasites, tumors, and fungi. The HIV virus interferes with the function of the
T4 cells.

TRANSMISSION - The way in which a disease can be transferred from one person to another or the way
in which a person is exposed to the disease. HIV may be transmitted in three main ways:

Through intimate, unprotected sexual contact: male to male anal sexual intercourse is believed to be
the most efficient means of transmitting HIV. Male-to-female transmission occurs, but less
frequently. Female-to male sexual contact is currently believed to be a less frequent means of
transmitting the infection.

Through percutaneous exposure: through injections with contaminated or unsterilized needles. This
primarily occurs with drug users who share needles when injecting drugs. Injection with contaminated
blood products through blood transfusions received before 1985 was also a route of transmission.

Through perinatal transmission: transfer of HIV from the mother to the infant: (1) through the
placenta before the infant is born; (2) during the birth process itself; or (3) soon after birth through
breast milk. Studies are still being conducted to see which mode of transmission occurs most
frequently. Such information will help physicians decide the best way to care for pregnant women
and new mothers and their infants who may be at risk of HIV infection. It is currently estimated
that the chance that an infected mother will pass the virus to her child is 30 to 50 percent and
believed to be higher if the mother is or becomes seriously ill during her pregnancy.

TRUE NEGATIVE - When test results from a healthy, non-diseased individual fail to show the presence
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of a disease or condition. Commonly, to be considered a “true negative” for HIV infection, a person tests
negative on one of two ELISAs or tests negative on the confirmatory Western Blot test.

TRUE POSlTIVE - When test results from a diseased individual show the presence of that disease or
condition. Commonly, to be considered a “true positive” for HIV infection, a person with HIV antibodies
must have two positive ELISA tests confirmed by a positive Western Blot test.

TUBERCULOCIDAL - Capable of killing a moderately resistant bacterium, called mycobacterium
tuberculosis var. bovi. This organism is one used in laboratory tests to classily disinfectant chemicals
according to their power.

UNIVERSAL BLOOD PRECAUTIONS - Special procedures to avoid exposure to bloodborne diseases, such
as HIV and HBV, by treating all blood and certain other body fluids as if they are infected. Universal
precautions apply to blood and other body fluids containing visible blood, as well as to semen and vaginal
secretions.

VACCINE - A drug made from non-living or modified virus, bacteria, etc., primarily to prevent certain
infectious diseases. Vaccines stimulate the body’s defense mechanisms, helping it to develop an immunity
to the disease without actually causing the disease itself.

VIRUS - A microorganism that causes infectious diseases. It can reproduce only in living cells, which it
invades and then destroys as it multiples.

WESTERN BLOT - A highly sensitive blood test that is able to identify and measure most, if not all, of
the HIV antibodies in a blood sample. This test, which is more expensive than the ELISA, uses viral
proteins separated by size that attach to the HIV antibodies in the patient’s serum. It is used to confirm
previously positive ELISAs; when patients test positive on the Western Blot, it is assumed that they have
HIV antibodies. However, there is no guarantee that the virus can actually be isolated from the blood and,
therefore, it is not always clear how infectious an antibody positive patient actually is or if he or she will
progress to ARC or AIDS. In addition, laboratories using different chemical compounds or less stringent
criteria when performing the Western Blot may produce more false-positive results.

WINDOW PERIOD - The time it takes the immune system to develop antibodies to the virus after exposure
to it.
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AIDS RESOURCE DIRECTORY:

NATIONAL ORGANIZATIONS

American Association of Physicians
for Human Rights
P.O. Box 14366
San Francisco, CA 94114

American Bar Association
AIDS Project
1800 M Street, N.W.
Washington, DC 20006

American Council of Life Insurance
1001 Pennsylvania Avenue, N.W.
Washington, DC 20006

American Dental Association
211 East Chicago Avenue
Chicago, IL 60611

The American Foundation for AIDS Research
40 West 57th Street
New York, NY 10019

The American Hospital Association Advisory
Committee on Infections in Hospitals
840 N. Lake Shore Drive
Chicago, IL 61611

American Public Health Association
1015 15th Street, N.W.
Washington, DC 20005

American Red Cross
AIDS Education Office
1730 D Street, N.W.
Washington, DC 20006

American Social Health Association
100 Capitol Drive, Suite 200
Durham, NC 27713

Gay Men’s Health Crisis
P.O. Box 274
132 West 24th Street
New York, NY 10011

The Hastings Center Project on AIDS
255 Elm Road
Briarcliff Manor, NY 10510

Health Insurance Association of America
1025 Connecticut Avenue, N.W., Suite 1200
Washington, DC 20036

Hispanic AIDS Forum
c/o APRED
835 Broadway, Suite 2007
New York, NY 10003

Mothers of AIDS Patients
c/o Barbara Peabody
3403 E Street
San Diego, CA 92102

National Academy of Sciences
Institute of Medicine
2101 Constitution Avenue, N.W.
Washington, DC 20418

National AIDS Information Clearinghouse
P.O. Box 6003
Rockville, MD 20850

National AIDS Network
1012 14th Street, NW, Suite 601
Washington, DC 20005

National Association of People with AIDS
1012 14th Street, NW, Suite 601
Washington, DC 20005

National Association of Public Hospitals
AIDS Committee
1001 Pennsylvania Avenue, N.W., Suite 635
Washington, DC 20004

National Coalition of Gay/STD Services
P.O. Box 239
Milwaukee, WI 53201

National Council of Churches AIDS Task Force
475 Riverside Drive, Room 350
New York, NY 10115
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National Council of Churches
Minority Task Force on AIDS
92 St. Nicholas Avenue
New York, NY 10025

National Council of State Legislatures
1050 17th Street, Suite 2100
Denver, CO 80265

National Funeral Directors’ Association
1121 West Oklahoma Avenue
Milwaukee, WI 43227

National Gay Rights Advocates
540 Castro Street
San Francisco, CA 94114

National Gay Task Force
1517 U Street, N.W.
Washington, DC 20009

National Governors’ Association
444 North Capitol Street
Washington, DC 20001

National Hemophilia Foundation
104 East 23rd Street, Suite 506
New York, NY 10012

National Institute of Allergy
and Infectious Disease
Office of Communications
Building 31, Room 7A32
9000 Rockville Pike
Bethesda, MD 20892

National Institute of Justice
AIDS Clearinghouse
Box 6000
Rockville, MD 20850

National Jewish AIDS Project
2025 Eye Street, N.W., Suite 721
Washington, DC 20006

National Lawyers’ Guild AIDS Task Force
853 Broadway, Suite 1705
New York, NY 10003

National Lesbian and Gay Health Foundation
P.O. Box 65472
Washington, DC 20035

National Research Council
Committee on AIDS Research
and the Behavioral and Social Sciences
National Academy of Sciences and Engineering
21011 Constitution Avenue, N.W.
Washington, DC 20418

National Sheriffs’ Association
Research and Development Division
1450 Duke Street
Alexandria. VA 22314

Planned Parenthood Federation
Presidential Commission on the Human
Immunodeficiency Virus Epidemic
655 15th Street, N.W., Suite 901
Washington, DC 20005

U.S. Conference of Mayors
AIDS Information Exchange
1620 Eye Street, N.W.
Washington, DC 20006

U.S. Department of Health and Human Services
Public Health Service
Centers for Disease Control
1600 Clifton Road, N.E.
Atlanta, GA 30333

U.S. Public Health Services
Hubert Humphrey Bldg., Room 721-H
200 Independence Ave., S.W.
Washington, DC 20201

Whitman-Walker Clinic AIDS Project
1407 S Street, N.W.
Washington, DC 20009

National Leadership Coalition
1150 17th Street, N.W., Suite 202
Washington, DC 20036
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Current Trends
Prevention and Control of Tuberculosis

in Correctional Institutions: Recommendations of
the Advisory Committee for the Elimination of Tuberculosis

These recommendations are designed to assist federal, state, and local
correctional officials in controlling tuberculosis (TB) among inmates and
staff of correctional facilities (e.g., prisons, jails, juvenile detention
centers). This document addresses issues unique to correctional
institutions; more general information about TB is available in the
official American Thoracic Society (ATS/CDC) statements referenced in this
document.

TB remains a problem in correctional institutions (1-8) where the
environment is often conducive to airborne transmission of infection among
inmates, staff, and visitors. In a survey of TB cases reported during 1984 and
1985 by 29 state health departments, the risk for TB among inmates of
correctional institutions was more than three times higher than that for
nonincarcerated adults aged 15-64 years (CDC, unpublished data). Since 1985,
11 known TB outbreaks have been recognized in prisons in eight states (CDC,
unpublished data). In addition, in some large correctional systems, the
incidence of TB has increased dramatically. Among inmates of the New York
State system TB incidence increased from an annual average of 15.4/100,000
person-years served during 1976-1978 to 105.5/100,000 in 1986 (1). In New
Jersey during 1987, the incidence of TB among state inmates was
109.9/100,000--a rate 11 times that of the general population in New Jersey
that year (New Jersey State Department of Health, unpublished data). In a
survey of California Department of Corrections facilities, the TB rate among
inmates during 1987 was 80.3/100,000-- a rate nearly six times that of
California's general population for that year (California Department of Health
Services, unpublished data).

Increasing prevalence of human immunodeficiency virus (HIV) infection
among prisoners in a growing number of geographic areas heightens the need for
TB control among inmates (9.10). According to a National Institute of Justice
(NIJ) survey, as of October 1988, a cumulative total of 3,136 confirmed AIDS
cases had been reported among U.S. inmates since 1981--2,047 cases by 44 of 51
state and federal systems, and 1,089 cases by 26 responding city and county
jail systems. These reported AIDS cases represent a 60% increase since a
similar survey was conducted in 1987. The risk for AIDS among prisoners has
been reported as markedly higher than that of the total U.S. population (9).
During 1988, the incidence for AIDS in the U.S. population was 13.7/100,000
(11). During the same year, the aggregate incidence rate for state/federal
correctional systems was 75 cases/l00,000. Rates for individual systems ranged
from 0 to 536. Although more than half of the states have incidence rates 125,
8 state systems have rates 1100. The aggregate rate for 26 responding
city/county jail systems was 183/100,000. However, rates in city/county jails
were described by NIJ as "extremely suspect" due to rapid turnover of
population (9).)

HIV infection in persons with latent tuberculous infection appears to
create a very high risk for development of TB (12.13.14). One review of AIDS
cases among inmates in selected New York correctional facilities found TB in
22 (6.9%) of 319 persons with AIDS (2).

105



Transmission of TB in correctional facilities presents a health problem
for the institutions and may also be a problem for the community into which
inmates are released. Because the median age of inmates on release is
relatively young-- 27 years (15) --the total lifetime risk for TB in persons
infected during incarceration is considerable. Many potentially infected
persons are released to the community: each year, more than 8 million inmates
are discharged from local jails (16) and more than 200,000, from state and
federal prisons (17).

GENERAL GUIDELINE

Control of TB and other communicable diseases is essential in correctional
health care. Each correctional institution should designate an appropriately
trained official responsible for operating a TB prevention and control program
in the institution. A multi-institutional system should have a qualified
official and unit to oversee TB control activities throughout the system.
These responsibilities should be specified in the official's job performance
plan and should include surveillance, containment, and assessment.

Surveillance refers to identification and reporting of all cases in the
system or institution and identification of all inmates and staff who are
infected (i.e., those with positive skin tests). New cases and newly infected
persons must be quickly identified and appropriate therapy begun.

Containment is ensuring that transmission of tuberculous infection does
not occur. Appropriate diagnostic, treatment, prevention, and laboratory
services must be available. Environmental factors conducive to the spread of
TB, such as poor ventilation, should be corrected. Prison officials must
ensure that persons undergoing treatment or preventive therapy be carefully
monitored for compliance and drug toxicity and complete an appropriate course
of treatment.

Assessment refers to prison officials' responsibility for knowing whether
the surveillance and containment activities are being effectively carried out.

Surveillance

Diagnosis. The intracutaneous Mantoux tuberculin test (not multiple
puncture tests) should be used to identify persons infected with tubercle
bacilli. Generally, for correctional institution staff and inmates, a
tuberculin skin test reaction >=10 mm induration is considered positive.
However, a reaction of >=5nun is considered positive in persons who have had
close recent contact with an infectious case and in persons who have an
abnormal chest radiograph consistent with tuberculosis (18). In addition,
infected persons who are immunosuppressed for any reason may show little or no
reaction to the tuberculin test (19). Therefore, a tuberculin skin test
reaction in a person known to be infected with HIV should be considered
positive if induration is >5 mm (20).

Skin testing of inmates and staff should be carried out at entry or on
employment (21). Each skin test should be administered and read by
appropriately trained personnel and recorded in mm induration in the personal
medical record. All inmates and staff should participate, except those
providing documentation of a previous positive reaction to the tuberculin
test. 106



In jails with a rapid turnover of inmates, authorities may decide not to
tuberculin test new detainees who are unlikely to remain in the system or in
that facility for >7 days. However, provision must be made for appropriate
diagnostic measures (e.g., sputum smear and culture and/or chest radiograph)
for all persons who are symptomatic (18,20). (See Containment, below.)

In most correctional institutions, skin-test-negative inmates and
employees having contact with inmates should have repeat skin tests at least
annually. If data from previous screening and TB casefinding are available,
the frequency for repeat skin testing should be determined based on the need
for timely surveillance information. Observed risk of new tuberculous
infection is the most useful evaluation criteria to consider. In institutions
with a historically low risk of tuberculous infection (e.g.,<0.5% of persons
with skin-test conversions annually), an increase in AIDS cases or TB cases
should be viewed as indicating a need for more frequent skin testing and
intensified TB casefinding activities.

Persons with positive skin test reactions and all persons with symptoms
suggesting TB (e.g., cough, anorexia, weight loss, fever) should receive a
chest radiograph within 72 hours. Correctional health-care personnel should be
aware of the often atypical signs and symptoms of TB in persons with HIV
infection (20). Inmates with abnormal chest radiographs and/or physical
symptoms compatible with TB should also have sputum smear and culture
examinations. Sputum should be submitted for smear and culture examination
from persons with pneumonia or bronchitis symptoms that fail to abate promptly
after initiation of antibiotic treatment. Three specimens should be collected,
preferably once daily on 3 consecutive days. In the absence of spontaneous
production of sputum, aerosol induction in a properly ventilated area should
be used to obtain specimens.

Tuberculin skin test anergy may be a relatively late development in the
progression from HIV infection to AIDS (22); consequently, inmates with known
or suspected HIV infection (including those with nonreactive tuberculin tests)
should receive a chest radiograph as part of initial screening, regardless of
tuberculin skin test status.

Case Reporting. Whenever TB is suspected or confirmed among inmates or staff,
this information should be immediately entered into the TB control records at
the institution and at the headquarters level, if in a multi-institutional
system. The local or state health department should also be notified, as
required by state and local laws or regulations.

Contact Investigation. Because TB is transmitted by the airborne route,
persons at highest risk for acquiring infection are "close contacts" (e.g.,
persons who sleep, live, work, or otherwise share air with an infectious
person through a common ventilation system. When a person with suspected or
confirmed TB appears to be infectious (e.g., has pulmonary involvement on
chest radiograph with cough and/or positive sputum smear), close contacts must
be skin tested unless they have a documented history of a positive tuberculin
test (21). Close contacts with a positive tuberculin reaction or a history of
a previous positive test and symptomatic persons, regardless of skin test
results, should receive immediate chest radiographs to detect evidence of
pulmonary TB.
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Depending on the ventilation in an institution, close contacts could
include all cellmates, all inmates and staff on a tier, or all inmates and
staff in a building. Health department staff should be consulted to determine
who should be tested. When tuberculin converters are found among the close
contacts, other persons with less contact may need to be examined. Every
effort should be made by medical and nonmedical staff to ensure the
confidentiality of persons with TB.

Close contacts with positive tuberculin reactions, but without TB, should
be given at least 6 months' preventive therapy (see Preventive Therapy,
below), unless medically contraindicated (21). Close contacts who do not have
a positive tuberculin reaction and who are asymptomatic should have a repeat
tuberculin test 10-12 weeks after contact has ended.

Contacts with known or suspected HIV infection should be considered for a
12-month course of preventive therapy, regardless of skin test results, if
evidence indicates that the source patient was infectious.

A patient with clinical TB may have negative sputum smears or cultures,
especially if recently infected. Close contacts of such persons should also be
examined to detect a source case and other newly infected inmates or staff.

Containment

Isolation. Persons with suspected or confirmed TB who have pulmonary
involvement on chest radiograph, cough, and/or a positive sputum smear should
be immediately placed in respiratory isolation (e.g., housed in an area with
separate ventilation to the outside, negative air pressure in relation to
adjacent areas, and at least four to six room air exchanges per hour). It may
be necessary to move a patient to another facility or hospital with a
respiratory isolation facility.

Respiratory isolation should continue until patients are on appropriate
therapy and at least three consecutive daily negative sputum smears indicate
respiratory precautions may be removed. No masks or special precautions are
needed for handling patients' dishes, books, laundry, bedding, or other
personal items.

Inadequate or interrupted treatment for TB can lead to drug-resistant TB
and transmission of infection. After effective medications have begun, it is
of utmost importance to keep the patient on medication until completion of
therapy, unless signs or symptoms of an adverse reaction appear. Arrangements
must be made with the health department for continued medication and follow-up
before an inmate with TB is released. Similar arrangements should be made
before the release of inmates on preventive therapy.

Because crowding and poor ventilation are conducive to transmission of TB,
improvements in housing conditions can help prevent outbreaks. Installing
ultraviolet lights may be helpful in prisons where transmission of tuberculous
infection has been a problem (23). Although the effectiveness of ultraviolet
lights in decreasing TB transmission in such settings has not been confirmed
by epidemiologic studies, ultraviolet lights have been used to reduce
transmission of TB in hospitals and shelters for the homeless (24.25). When
ultraviolet lights are used, proper installation and maintenance is essential
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Treatment

ATS/CDC recommendations should be followed in the treatment and management
of persons with confirmed or suspected TB (20.26). Each dose of medication
should be administered by a designated ancillary medical staff person who
watches the inmate swallow the pills. The medication may be given twice weekly
(with appropriate change in dosage) after l-2 months of daily medication (26).
To ensure continuing compliance, if a patient is to be discharged before
completion of therapy, the health department should be notified before the
inmates is released.

Persons with positive smears or cultures at the beginning of therapy
should be monitored by repeat sputum examinations for treatment response until
they become smear-negative. Treatment failure is usually due to patient
noncompliance with therapy but may be due to the presence of drug-resistant
organisms.

All patients must be monitored by trained personnel for signs and symptoms
of adverse reactions during chemotherapy (20.26). Expert medical consultation
regarding monitoring and/or treatment of patients with complications (e.g.,
AIDS, drug resistance, adverse reactions, pregnancy, nonpulmonary TB) should
be sought when necessary. Special emphasis should be placed on close
supervision and care of TB patients infected with drug-resistant organisms.

Inmates with TB should be routinely offered testing with appropriate
counseling for HIV infection. The presence of HIV infection necessitates
longer treatment for TB and continued close observation for adverse drug
reactions, treatment failure, and relapse (20).

Preventive Therapy

All inmates and staff with positive tuberculin reactions who have not
previously completed an adequate course of preventive therapy should be
considered for preventive therapy unless there are medical contraindications
(20.26). Eligible inmates include those who will be incarcerated long enough
to complete at least 1 month of continuous therapy; provisions should be made
before release for the health department to oversee completion of at least 6
months of appropriate therapy (unless HIV infected; see below).

HIV-antibody testing should be offered to all known tuberculin-positive
inmates. Tuberculin-positive persons with concurrent HIV infection appear to
be at very high risk for TB and have highest priority for preventive therapy,
regardless of age. Efforts should be made to encourage persons with known or
suspected HIV infection to complete 12 months of therapy.

Each dose of preventive therapy should be administered by a designated
ancillary medical staff person who watches the patient swallow the pills.
Since daily supervised therapy is often not feasible, twice-weekly supervised
therapy is a satisfactory alternative.

Most experts believe twice-weekly intermittent preventive therapy (using
isoniazid [INH] 900 mg) is effective, although it has not been studied in
controlled clinical trials. Medication should not be given to an inmate
without direct observation of drug ingestion.
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All persons on preventive therapy must be monitored by trained personnel
for signs and symptoms of adverse reactions during the entire treatment period
(26). Some prison inmates will have underlying liver disease related to
previous alcohol or narcotic abuse (27-79). Although chronic liver disease is
not a contraindication to INH preventive therapy, such patients should be
carefully monitored (26).

Persons for whom TB preventive therapy is recommended but who refuse or
are unable to complete a recommended course should be counselled to seek
prompt medical attention if they develop signs or symptoms compatible with TB.
Routine periodic chest radiographs are generally not useful for detecting
disease in the absence of symptoms; chest radiographs should be reserved for
persons with symptoms, especially a persistent cough.

ASSESSMENT

Frequent transfer of inmates is unavoidable. Thus, a record system for
tracking and assessing the status of persons with TB and tuberculous infection
in the prison facilities is essential. This record system must be maintained
with the latest information on the location, treatment status, and degree of
infectiousness of these persons. Prompt action must be taken to assure
reinstitution of drug therapy should treatment lapse for any reason.

The record system should also provide data needed to assess the overall
effectiveness of TB control efforts, and the following information should be
reviewed at least every 6 months:

1. Tuberculous infection prevalence and tuberculin conversion rates for
inmates and staff within each institution;

2. Case numbers and case rates;
3. Percentage of TB patients recommended for therapy who complete the

prescribed 6-month course of directly observed therapy in 6-9 months
(goal is >=95%);

4. Percentage of patients with culture-positive sputum whose sputum
converts to culture negative within 3 months of starting treatment
(goal is >=90%);

5. Percentage of persons placed on INH preventive therapy who complete at
least 6 months of directly observed therapy (goal is >=90%).

In multi-institutional systems, this data should be compiled for
individual institutions and for the system as a whole, with results provided
to corrections and health department officials.

ROLE OF THE HEALTH DEPARTMENT

Health departments should assist correctional institutions in developing
and updating policies, procedures, and record systems for TB control. The
health department should also provide access to expert TB medical
consultation. A specific health department contact person should be designated
to provide epidemiologic and management assistance to correctional facilities,
and this responsibility should be an element in the designated person's job
performance plan. This responsibility may require considerable initial onsite
consultation and subsequent semiannual evaluation for correctional
institutions.
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Health department staff should assist in developing programs to train
correctional institution staff (e.g., to perform, read, and record tuberculin
skin tests; identify signs and symptoms of TB; initiate and observe therapy;
monitor for side effects; collect diagnostic specimens; educate inmates;
maintain record systems). Health or corrections departments may wish to grant
certification to correctional staff completing this training.

Health departments should also provide consultation for contact
examinations within correctional institutions and assure appropriate
examinations for nonincarcerated contacts of persons with TB identified in
these institutions.

In addition, health departments should cooperate with correctional staff
in arranging continuing treatment for inmates released while receiving TB
treatment or preventive therapy.

Health departments have a responsibility to maintain a TB registry with
updated medical information on all current TB cases within its jurisdiction,
including those in correctional institutions. Records should be assessed
quarterly, and necessary revisions in policies or procedures should be
recommended. In addition, the health department should periodically assess the
impact of correctional institution-acquired TB and tuberculous infection on
the community as a whole.

Because TB and HIV infection overlap, health department officials also
should assist correctional institutions in developing and implementing HIV
prevention programs. Such programs include strategies to identify persons
practicing high-risk behaviors, counsel those infected with HIV, and reduce
high-risk behaviors among all inmates.

As circumstances change, these recommendations will be periodically
revised. They are not intended to discourage new and innovative approaches for
dealing with TB prevention and control in prisoners. Nothing in these
recommendations should be interpreted as encouraging discrimination against
persons with AIDS, HIV infection, and/or TB. The recommendations should be
used instead to enhance the quality of medical care for persons in
correctional institutions.
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APPENDIX B

SAMPLE INFECTIOUS DISEASE CONTROL POLICY
SAN FRANCISCO COUNTY, CALIFORNIA

PURPOSE:

The purpose of this policy is to provide officers with the necessary information to increase their safety on
the job. This policy was written in accordance with the universal precautions for preventing the spread of
infectious disease in the workplace, developed by the Centers for Disease Control. The procedures and
guidelines in this policy should be followed when handling all prisoners or other persons in any facility,
section, or other area of the department.

DEFINITIONS:

INFECTIOUS DISEASE: Any of a number of diseases identified in the California Health and Safety Code
as a communicable reportable disease, including, but not limited to hepatitis B, tuberculosis, AIDS, etc.

POCKET MASK: A plastic face mask with a one-way valve used to administer cardiopulmonary resuscitation
(CPR).

GLOVES: Surgical-type latex or nylon disposable gloves.

BODY FLUIDS: Any fluids secreted by the body, including, but not limited to blood, semen, saliva, urine,
feces, etc.

EXPOSURE Direct contact with body fluids on open cuts, breaks in skin, or mucous membranes, such as
the mouth or eyes.

POLICY STATEMENT

It shall be the policy of the San Francisco Sheriffs Department to provide training and equipment, as
necessary, to ensure the safety of its officers, as it pertains to the prevention of exposure to infectious
diseases, while working in all areas of the department. The San Francisco Sheriffs Department and its
personnel shall adhere to all federal and state laws and local ordinances, legal opinions, and civil service
regulations pertaining to infectious diseases.

1. GENERAL PROCEDURES

A. GENERAL GUIDELINES:

1. All personnel should wear disposable gloves when they anticipate handling persons,
equipment or materials contaminated with blood or other body fluids.

2. All personnel should use a pocket mask when administering CPR.

3. All contaminated materials except sharp objects should be disposed of in a clearly marked
bag identified as a contaminated material bag.

4. Whether wearing disposable gloves or not, personnel who come into contact with blood or
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other body fluids should wash their hands with warm water and soap as soon as possible
following the contact.

5. Any open cuts or breaks in skin should be covered with a bandage and kept dry. If the
protective covering gets wet, a new covering should be put on.

6. All personnel should handle any sharp object with extreme caution.

7. All sharp items should be placed in puncture-resistant containers clearly marked as
containing sharp objects.

8. No department personnel shall refuse to provide emergency medical care or CPR to any
person or prisoner, whether pocket masks or gloves or available or not.

B.  EQUIPMENT ITEMS:

1. The department will provide the following equipment items to all personnel:

a. Pocket mask with one-way valve and carrying case.

b. Disposable latex or nylon gloves and glove pouches.

2. The department will provide the following equipment items in the facilities and sections:

a. Disposable plastic bags clearly marked as containers for contaminated materials.

b. Puncture resistant containers for securing sharp objects.

C. Disposable paper towels and cleaning supplies.

d. Gowns and surgical face masks, when necessary.

C .  D I S P O S A B L E  G L O W :

1. Department personnel are responsible for having disposable gloves on their persons while
on duty.

2. Disposable gloves should be worn by personnel if they have uncovered open wounds or
breaks in the skin on their hands.

3. Disposable gloves should be worn when handling persons who are bleeding or have open
wounds or lesions.

4. Disposable gloves should be worn when handling clothing, bedding, or other material
contaminated by blood or other body fluids.

5. Disposable gloves should be worn when handling equipment items contaminated by blood
or other body fluids.

6. Disposable gloves should be worn by personnel in any situation where they may be exposed
to blood or other body fluids.
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7.

8.

9.

10.

11.

12.

Disposable gloves should be worn once and discarded. If the gloves have been contaminated
by blood or other body fluids, they should be placed in a disposable bag that is clearly
marked for contaminated items.

When removing disposable gloves, there should be no contact with the mouth. The gloves
should be pulled off inside out to prevent any contaminated fluid from having contact with
the skin.

Personnel should wash their hands as soon as possible after removing the disposable gloves.

Disposable gloves should never be worn for extended periods of time. Personnel should use
a pair of gloves when warranted by the situation and then discard the gloves.

Replacement disposable gloves should be readily available and easily accessible at the work
location.

Personnel shall not refuse to provide emergency care or any service to the prisoner or any
other person, whether disposable gloves are available or not.

D. POCKET MASKS:

1. Department personnel are responsible for having their pocket masks on their persons while
on duty.

2.

3.

Pocket masks should be worn by when personnel are administering CPR.

Pocket masks should be cleaned thoroughly after each use with soap and water or alcohol
(either way is sufficient to decontaminate the mask). Pocket masks should be dried
thoroughly before being returned to the carrying case.

4. No department personnel shall refuse to provide CPR to a prisoner or any other person,
whether the pocket mask is available or not.

E.  OTHER PROTECTIVE ITEMS:

1. Disposable surgical type face masks should be worn when there is a potential for the
splattering of blood or other body fluids.

2. Disposable or laundered gowns should be worn when there is a potential for the splattering
of blood or other body fluids.

F .  S E A R C H E S :

1. General Guidelines:

a. Personnel should never put their hands blindly into purses, bags, pockets, or any
item that is not a clear container.

b. Personnel should always empty out the contents of purses, bags, or any items that
are not in clear containers prior to searching.
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2. Cell Searches:

a. Personnel should exercise extreme care while conducting cell searches, never placing
their hands into an area they cannot visually inspect. Flashlights and mirrors should
be used to assist in visual inspection.

b. Personnel should exercise extreme care when searching any clothing or bedding
items in the cell. Clothing and bedding items should be shaken gently, not patted
or groped, to reduce the potential for being stuck by hidden sharp objects.

C. Personnel should wear disposable gloves while conducting cell searches.

3. Body Searches:

a. Disposable gloves should be worn while conducting a body search because the
searching officer may come into contact with blood or other body fluids.

b. Extreme caution should be exercised by the officer when searching the person’s
clothing to reduce the likelihood of being stuck by a hidden sharp object.

4. Patdown Searches:

a. Prior to conducting the search, the officer should ask persons being searched if they
have any sharp objects on themselves or their clothing. If yes, the searching officer
should instruct the person to remove the sharp objects from their persons or
clothing.

b. The person being searched should then be instructed to remove all remaining items
from the pockets.

C. To provide safety for the searching officer, the person being searched should be
directed to use the left hand to remove items from the right pockets and the right
hand to remove items from the left pockets.

d. Before conducting a patdown search, the searching officer should visually inspect
the person to be searched for any noticeable bumps in their clothing that would
indicate a hidden object.

e. While conducting a patdown search, the searching officer should avoid rapidly
sweeping movements with the hands down the arms, legs and torso of the person
being searched.

f. The searching officer should carefully pat areas before using the groping search
technique to reduce the likelihood of being stuck by a hidden sharp object.

Extreme caution should always be exercised by the searching officer while
conducting any search to reduce the likelihood of being stuck by a hidden sharp
object.

5. Clothing Searches:

a. Extreme caution should be exercised when searching clothing to reduce the
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potential for being stuck by hidden sharp objects.

b. As much as possible, clothing should be removed from the person prior to the
search.

C. Disposable gloves should be worn by personnel if they may come into contact with
blood or other body fluids.

G. SHARP OBJECTS:

1. Personnel should handle all sharp objects with extreme caution, and all sharp objects should
be assumed to be infectious.

2. Needles should never be bent, broken or otherwise tampered with by department personnel.

3. Sharp objects should be placed in a puncture-resistant container clearly marked as
containing sharp objects.

4. If puncture-resistant containers are not available, personnel should carefully wrap the sharp
object in paper or cloth, place it in an envelope or bag, and clearly mark the envelope or
bag as containing sharp objects.

IL CLEAN UP PROCEDURES

A. CLOTHING:

1. Uniform clothing and any other clothing that becomes contaminated with blood or other
body fluids should be removed as soon as possible.

2. Heavily contaminated clothing should be put in a disposable bag for taking home.

3. Normal washing using regular detergents in a washing machine will decontaminate clothing.

4. Normal dry cleaning will decontaminate those uniform items that must be dry cleaned.

5. As an added precaution, heavily soiled clothing items should be washed separately from
other wash items.

B. EQUIPMENT:

1. Equipment items that are contaminated with blood or other body fluids should be
thoroughly cleaned after use.

2. A solution of 1 part household bleach to 100 parts water is sufficient to decontaminate
equipment items.

3. This solution needs to be made freshly every 24 hours. Mixed solutions of bleach and water
lose their potency after 24 hours.

4. This solution will not damage equipment items such as weapons, handcuffs, keys, car seats,
etc.
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C. SPILLS:

1. A solution of 1 part bleach to 100 parts water is sufficient to clean up any spills of blood
or other body fluids.

2. Disposable towels should be used as much as possible to clean up blood or other body
fluids. Disposable towels should be discarded in a disposable bag that is clearly marked for
contaminated items.

3. Mops should be thoroughly cleaned in the same solution (1:100 bleach to water) after being
used.

4. Disinfectants used in regular jail cleaning are sufficient to decontaminate areas where spills
occur, if the bleach and water solution is not available.

5. Disposable gloves should be worn when cleaning up any spills of body fluids. Gowns and
face masks may also be appropriate, if there is a potential for the splattering of the body
fluids.

6. Disposable gloves, gowns, and face masks, if appropriate, should be provided to inmate
workers who are required to clean up any spills of body fluids.

III. REPORTING PROCEDURES

A. EMPLOYEE RESPONSIBILITY:

1. At any time during a work assignment, when an employee has direct contact with blood or
other body fluids on open cuts, breaks in skin or in mucous membranes, or is stuck or cut
by a sharp object or is unsure whether an occurrence constitutes the likelihood of such an
exposure, the following steps should be taken:

a. Cleanse the area thoroughly, as soon as possible, with warm water and soap for at
least 30 seconds, then rinse with copious amounts of warm water. (If water is not
readily available, an alcohol wipe is sufficient for initial cleansing of the area.
Washing with warm water and soap should be done as soon as possible.)

b. If the exposure includes extensive contamination of clothes, put on disposable
gloves, remove soiled articles and rinse with soapy water.

C. Remove gloves carefully and wash hands thoroughly with warm soapy water for at
least 30 seconds.

d. Redress with clean garments.

e. Cover any open wounds with clean bandage.

f. Fill out an exposure incident form.

g. The exposure incident form shall be submitted to the facility watch commander,
who, after reviewing the form, shall submit it to the facility commander; it will then
be placed in the employees’ facility file.
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B. MEDICAL STAFF RESPONSIBILITY:

IV. LEGAL. ISSUES

1. If an exposure to the employee was a result of providing emergency medical care or CPR,
the facility commander shall submit the exposure incident form to the head nurse of the
medical staff at the location where the incident occurred. If the incident occurred in other
than a jail facility, but involved a prisoner, then the exposure incident form shall be
submitted to the head nurse of the jail facility where the prisoner is housed.

2. Upon receiving an exposure incident form detailing a possible exposure while providing
emergency medical care or CPR, the head nurse will promptly review the report to
determine whether the exposure constitutes a risk of infectious disease transmission.

3. The head nurse will contact the employee involved, if necessary, to gather more information
or to allay concern.

4. If the exposure is determined to be a possible means of transmission, the head nurse will
determine if the prisoner involved has an infectious, reportable disease.

5. If the prisoner has an infectious, reportable disease, the public health officer shall be
notified.

6. The public health officer is responsible for reporting back to the employee the type of
infectious, reportable disease the employee was exposed to and for recommending
appropriate treatment.

7. The identity of the individual who has an infectious and reportable disease shall be
confidential. Every effort shall be made by all persons involved to protect the individual’s
right to confidentiality.

A. CONFlDENTIALITY OF PRISONER MEDICAL RECORDS:

1. Pursuant to federal and state law, and in accordance with the legal opinion of the San
Francisco City Attorney’s Office, medical records of all persons are confidential. This
confidentiality of medical records extends to all prisoners.

2. Jail medical staff are not permitted to release any information regarding the diagnosis of
a prisoner’s medical condition to a San Francisco Sheriffs Department employee, except as
provided for in P C 7521 (b) and P C 7522 (a).

B. EMERGENCY MEDICAL CARE AND CPR:

1. Pursuant to the State Legislative Counsel’s opinion and the opinion of the San Francisco
City Attorney’s Office, all department personnel are required to provide emergency medical
care and administer CPR to any person in their care and custody, when they have been
trained to do so.

2. An employees’ refusal to provide emergency medical care or CPR may result in criminal
negligence and the employee may be held civilly liable for any damage caused from the
refusal to provide proper care.
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EXPOSURE INCIDENT FORM

EMPLOYEE NAME:

DATE, TIME, LOCATION OF INCIDENT:

NAME OF OTHER INDIVIDUAL INVOLVED:

DETAILS OF INCIDENT:

WAS A DEPARTMENT INCIDENT REPORT WRITTEN? YES N O

REASON FOR CONCERN:

Contact with body fluids (please identify which fluid)

Clothes soaked with blood or other body fluid (please identify which fluid)

Stick by needle or other sharp object

WERE YOU WEARING PROTECTIVE EQUIPMENT (GLOVES, MASKS, ETC.)?

YES NO

IF YES, LIST WHAT TYPE WAS USED:

IF NO, EXPLAIN WHY NOT:

IF GLOVES WERE WORN, WERE THERE ANY RIPS OR TEARS?

YES NO

REVIEWED BY: WATCH COMMANDER

FACILITY COMMANDER

JAIL MEDICAL STAFF
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APPENDIX C

VERMONT DEPARTMENT OF CORRECTIONS

Condom Distribution Procedure

Introduction

Acquired Immune Deficiency Syndrome (AIDS) has emerged as a significant threat to the public health
and welfare. As the numbers of HIV positives, persons with ARC, and persons with AIDS continue to
multiply, correctional facility administrators are faced with the challenge of preventing the transmission of
the AIDS virus within their institutions. Although there is little evidence that inmates constitute an
epidemiological high-risk population, certain “high-risk” behaviors within correctional facilities are known
to occur. Homosexual contact, including anal and oral intercourse, is among these behaviors.

The Vermont Department of Corrections does not condone sexual activity of any manner within its
institutions, and specific disciplinary sanctions are imposed upon discovery of such conduct. Nonetheless,
it is an acknowledged reality that this behavior exists. In light of the extreme potential consequences of viral
transmission in this context, the Department endorses a comprehensive program of education, counseling,
and prevention reflective of best medical practices to reduce the likelihood of exposure. In recognition of
the fact that the vast majority of inmates will eventually be released into society, this program stresses
counseling options and preventive practices similar to those available to the general public.

Accordingly, to ensure that correctional health care professionals are not constrained in their
application of best public health practices, the DOC has implemented the following procedure for the
distribution of condoms on a confidential basis.

Procedure

1. Upon admission to a correctional facility, inmates are given written information on the nature of the
AIDS virus, its consequences and means of transmission.

2. Within thirty days of admission, sentenced offenders are given physical assessments by facility medical
staff. High risk behaviors are reviewed at this time. Inmates are also advised that counseling from the
medical staff, the Department of Health, or an AIDS prevention advocacy group is available.

3. At this time inmates are also advised that condoms are available from medical staff on a confidential
basis if they choose to engage in sexual contact while incarcerated. They are also advised against sexual
activity and cautioned of possible disciplinary and medical consequences.

4. Inmates shall also be offered counseling to deal with issues of sexuality, medical liabilities, and related
concerns.

5. Condoms shall be issued one at a time.

6. Issuance of condoms is a preventive medical procedure. As such, it shall remain confidential.

7. Inmates eligible for recreational furloughs, extended furloughs, or parole may receive condoms on
request.
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APPENDIX D

HIV ANTIBODY TESTING
CONSENT FORM

NAME (PRINT) INMATE NUMBER DATE

CONSENT FORM FOR HIV ANTIBODY TEST

I, , do hereby state that I have received information from the

County Sheriffs Department concerning the disease AIDS. The

information was written, oral, and shown to me on videotape.

WITNESS SIGNATURE

* * * * *

I, , do hereby state that I have spoken with the jail medical

staff, , about the AIDS disease and the test for the AIDS antibody.

I understand that the test is not 100 percent accurate. I further request and understand that I will receive

counseling from the jail, social services, and/or medical staff regarding test results.

WITNESS SIGNATURE

* * * * *

I, , do hereby authorize the testing laboratory

, to release the confidential results of my blood test for the AIDS

antibody to the County Sheriffs Department Medical Division, Counseling

Coordinator, and the Superintendent.

WITNESS SIGNATURE
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